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WAL BLACKOUT 


REGIO 


Spinal anesthesia limits the blackout of pain to the area where it is needed. 


NEOcaine has won a prominent place among spinal anesthetics, both 
because of its inherent qualities and its extensive use in manifold surgical 
procedures. The many advantages of NEOcaine enhance the skill of the 


surgeon: 


% Perfect anesthesia with complete muscular x Lung or kidney complications non- 
relaxation. existent, 


%& Minimal crowding of abdominal viscera 
due to decongestive effects and flattening ye Quick recovery. Convalescence shortened 
of intestines. because normal diet need not be altered. 


%& Scarcely any reactions such as nausea and 
vomiting or gaseous distention. % Surtures left undisturbed. 


The use of NEOcaine for spinal anesthesia simplifies abdominal surgery, by 
facilitating conditions most favorable for sterile surgery. With it operative 
and postoperative risks are reduced to a minimum. 


. Boxes of 10 ampoules of 50, 80, 100, 120, 150, 200 and 300 mg. of pure 
procaine hydrochloride. 


NEOcane 


FOR SPINAL ANESTHESIA 


ANGLO-FRENCH LABORATORIES, INC. 


75 VARICK STREET ks ee OG 








Original Articles 





Floss Silk Lattice Repair for Direct Inguinal Hernia 


RODNEY MAINGOT, F.R.C.S. (Eng.), F.I-CS. 
LONDON, ENGLAND 


floss silk posterior lattice-repair 

operation, which is based on the 
darn-and-staylace procedure of Samp- 
son Handley * (1918), has been employed 
exclusively, with excellent results, by 
the writer and his assistants at an 
E.M.S. hospital for all cases of direct 
inguinal hernia. It has also been adopted 
for large oblique herniae in which the 
internal ring and the floor of the inguinal 
canal have been unduly stretched or 
where the muscular and fascial supports 
appear weakened and atrophied, and 
also for certain types of recurrent in- 
guinal hernia. 

The immediate and late results of this 
operation in a series of over five hun- 
dred cases have been so gratifying that 
we now no longer make use of Gallie’s ’ 
fascial repair (1921), McArthur’s * 
operation (1904), the slide operation so 
warmly advocated by Tanner *® (1942), 
or the Halsted? rectus flap method 
(1893), when dealing with the varieties 
of rupture. under consideration. 


D tes: the last six years the 


OPERATIVE TECHNIC 


The inguinal regions and the upper 


third of the thighs are carefully shaved . 


and cleansed with soap and water a few 
hours before the operation is due to 
start. No antiseptic solution is applied 
to the operation site while the patient 
is in the ward. 

For the average patient a spinal 
anesthetic is found to be efficient, but 
for the aged and for the poor-risk case 


cyclopropane is the anesthetic of choice 
and is, in our opinion, far better than 
a field block. We employ local anes- 
thesia only for those cases of strangu- 
lated hernia in which the operative risk 
is very great. 

The patient is placed on his back on 
the operating table, which is slanted in 
a slightly anti-Trendelenburg position, 
after which a sandbag is placed beneath 
the buttocks to throw the inguinal 
regions forward, and the knees are 
flexed by placing them on a small hard 
round pillow to relax the abdominal 
muscles. 

The inguinal regions, the genitals, the 
upper third of both thighs, the whole 
abdomen and the flanks are then lavishly 
painted with tincture of iodine before 


. applying the mackintosh sheets and the 


abdominal and limb drapes. When this 
is done, the small exposed quadrilateral 
area of skin in the inguinal region is 
again freely painted with tincture of 
iodine. 

A transverse crease incision is used, 
starting one finger-breadth below and 
medial to the anterior superior iliac 
spine, crossing the inguinal ligament at 
the junction of the middle and outer 
third and finishing one finger-breadth 
above the pubis and half an inch short 
of the midline. This incision has many 
advantages over the usual oblique one, 
which is placed half an inch or so above 
and parallel to the inguinal ligament. 
The cosmetic result of the crease inci- 
sion is better, as the fine scar lies in 
one of the natural flexion creases of 
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the body; keloid formation is almost 
unknown; it crosses the deep plastic 
repair at only one point, thus minimiz- 
ing the risk of infection from the surface 
to the vulnerable muscular planes under- 
neath; and the exposure obtained during 
the dissection is, with good retraction, 
more than ample. 

The crease incision is made cautiously 
through the skin down to the sub- 
cutaneous tissues in which the super- 
ficial femoral vessels may be seen 
coursing upwards, inwards and out- 
wards. The knife, which must be 
considered as contaminated after mak- 
ing this incision, is discarded and a 
fresh one picked up for continuing the 
dissection. The superficial femoral blood 
vessels are identified and isolated from 
the fatty tissues before they are clipped 
with Halsted or Dunhill forceps and 
divided. All small bleeding points are 
likewise seized with fine-pointed artery 
forceps and each is tied off with No. 0 
twisted silk, the ligatures being cut as 
close to the knot as possible. 

When complete hemostasis is assured, 
the edges of the wound are once again 
painted with tincture of iodine and four 
tetra-cloths are affixed to the wound 
margins with Scott Ridout forceps. All 
the instruments which have been used 
in making the incision are now removed 
and a fresh set is employed for the 
remainder of the operation until the 
skin margins are ready for suturing, 
when once again another set of instru- 
ments is employed. Three sets of freshly 
sterilized instruments are thus used 
during the three most important stages 
of the operation—the making of the 
incision, the dissection and the repair 
of the hernia, and the closure of the 
wound. 

The deep fascia overlying the exter- 
nal oblique aponeurosis is divided in 
line with the incision, and the fatty 
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areolar tissues clinging to the aponeu- 
rosis are reflected with the handle of 
the knife upwards and outwards to one 
inch beyond the internal abdominal ring 
and downwards as far as the inguinal 
ligament but not beyond it. Dissection 
with the knife should not be carried 
down to the external ring itself as 
numerous penetrating blood vessels 
pierce the intercolumnar fascia here and 
are difficult to clip with hemostats after 
they have been divided. Hemorrhage 
here must be avoided at all costs, as it 
is difficult to detect and to control, and 
if unobserved it may subsequently give 
rise to a troublesome hematoma, which 
may suppurate or at best take weeks 
to absorb. When, therefore, the dissec- 
tion approaches the external abdominal 
ring, the knife should be laid aside and 
a gauze swab be wrapped around the 
right index finger which is then used to 
push aside the structures here in order 
to display the pillars of the ring and the 
emerging cord. 

A small cut is next made with a knife 
in the aponeurosis of the external 
oblique in the line of the pillars and 
approximately one inch from the point 
where they diverge. The upper and 
lower leaves are steadied and elevated 
with artery forceps to allow a finger 
to be inserted beneath the aponeurosis 
and the underlying internal oblique and 
cremaster muscles. This finger gently 
detaches any structures which may be 
adherent to the under-surface of the 
aponeurosis, such as the ilio-inguinal 
and ilio-hypogastric nerves and the 
fibres of the cremaster muscle. 

The incision in the aponeurosis can 
now be safely extended upwards and 
outwards to a’ point one inch above the 
internal abdominal ring and downwards 
and inwards through the external ring 
and the arching fibres of the attenuated 
intercolumnar fascia. 
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The upper leaf of the aponeurosis is 
then reflected off the underlying strue- 
tures with sweeping strokes of the finger 
or with the handle of the knife, freely 
displaying the arching muscular fibres 
of the internal oblique, the cremaster 
muscle, the ilio-hypogastric nerve, the 
shiny outer border of the rectus sheath, 
and the lateral aspect of the pubic crest 
to which the rectus muscle itself is 
attached. ! 

The lower leaf is cleared until the 
inner surface of the inguinal ligament 
is visible as far as its point of insertion 
into the pubic spine. As the cremaster 
muscle is being liberated from the lower 
leaf, great care must be taken not to 
erush or otherwise injure the _ ilio- 
inguinal nerve which lies partly on the 
surface of this muscle and along a line 
which runs roughly parallel with the 
inguinal ligament. 

A fold of cremaster muscle immedi- 
ately below the ilio-inguinal nerve is 
picked up with two dissecting forceps 
and divided with scissors in a longi- 
tudinal direction, thus exposing the sub- 
cremasteric areolar space. The closed 
points of the scissors are pushed up and 
down in this space to clear the cord until! 
it is quite free, and the muscle is then 
divided in the line of its fibers, upwards 
and outwards to within one-third of an 
inch of the arching fibers of the internal 
oblique muscle and downwards through 
the external ring. In dividing the muscle 
in an upward direction a small arterial 
twig of the deep epigastric artery is 
invariably cut across and should be 
instantly caught and ligated, while in 
cutting the cremaster muscle in the 
opposite direction care must be taken 
to preserve the ilio-inguinal nerve where 
it dips towards the neck of the scrotum. 

The upper and lower leaves of the 
cremaster muscle are grasped with Allis 
forceps and held apart to aid in the 
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isolation of the cord. The upper leaf 
should be dissected first, after which 
the lower leaf is freed and any muscle 
fibers which cling to the cord are gently 
pushed aside by gauze dissection so that 
this structure can be picked up between 
the thumb and index finger of the left 
hand and be drawn upwards and out- 
wards from its bed. The loose attach- 
ments of the cord posteriorly are quickly 
freed so that all the constituents of the 
cord from the external to the internal 
ring can be readily examined through 
its diaphenous covering of infundibuli- 
form fascia. 

If a small congenital oblique sac is 
present, it will readily be seen overrid- 
ing the cord. In such a ease the infun- 
dibuliform fascia should be incised, the 
sac isolated from the vas and vessels 
down to and slightly beyond the neck 
of the sac, and after opening the fundus 
and replacing any contents into the 
peritoneal cavity, the néck of the sac 
should be clearly displayed, transfixed 
and ligated with No. 3 silk. The ligature 
should be cut short and the sac divided 
about a third to half an inch beyond it. 
The stump immediately recedes and dis- 
appears from view behind the opening 
in the transversalis fascia. 

The internal ring is: examined with 
the finger, and if the ring is unstretched 
and the floor of the canal is staunch 
and unyielding, the cord is dropped 
back into its bed and the various layers 
—the cremaster, the external oblique 
aponeurosis, the deep fascia and the 
subcutaneous tissues and skin —are 
closed in sequence, using a series of 
closely applied sutures of fine silk. 

In those instances in which the in- 
ternal ring is evidently stretched by a 
moderately large indirect sae but in 
which the fibro-muscular  sphincteric 
mechanism is adequate, it is sufficient 
to narrow the ring to accommodate the 
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cord snugly by stitching the adjacent 
erescentic margin of the transversalis 
fascia to the inguinal ligament with a 
few interrupted sutures before complet- 
ing the reconstruction procedure which 
has just been described (Ogilvie,’ 1936). 

If, on the other hand, after removing 
the sac of an oblique hernia the internal 
ring is found to be widely dilated and 
the posterior floor of the canal partially 
or wholly deficient, in fact so weak and 
yielding as to constitute a direct rupture, 
it is wiser to repair the canal throughout 
its entire length with a floss silk darn, 
transplanting the cord subcutaneously, 
than to rely upon a strict anatomic 
reconstruction. 

In many such cases it is indeed tempt- 
ing to dissect out the transversalis fascia 
and to affix this membrane to the in- 
guinal ligament or to Cooper’s ligament 
with sutures, as has been suggested by 








JAN.-FEB. 
€ a4 


DIRECT INGUINAL HERNIA 1945 


MeVay’ (1942), in hopes that this 
attenuated fascial curtain will form an 
efficient barrier against subsequent her- 
niation. In practice, however, this plan, 
even when the transversalis fascia has 
been reinforced with fascial strips taken 
from the thigh or from the external 
oblique aponeurosis, has not proved 
entirely reliable in my hands and 
has in consequence been more or less 
abandoned. 

When a large direct hernia ts asso- 
ciated with a direct hernia or with a 
so-called diverticulum of the transver- 
salis fascia, after opening the oblique 
sac the index finger can be introduced 
into the peritoneal cavity to explore the 
defect in the floor of the inguinal canal 
from behind, after which all the redun- 
dant peritoneum can be readily gathered 
lateral to the deep epigastric artery and 
cut away after closing the neck of the 





Fig. 1. Operation for Direct Inguinal Hernia. The exposure. 
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sac from within with a purse-string 
suture of strong silk. 

Again, in the common type of direct 
inguinal hernia (Fig. 1) there is much 
to be gained by incising the small tongue 
of peritoneum which clings to the medial 
border of the cord at the internal ring 
and testing by touch the integrity of 
the posterior wall of the canal from 
behind. The cut margin of the peri- 
toneal sac is clipped with a number of 
hemostats, and by a combination of 
gauze dissection and traction the loose 
membrane can be easily drawn forwards 
between the issuing cord and the deep 
epigastric artery and the excess excised 
after suturing the aperture in a water- 
tight fashion. (Figs. 2, 3 and 4.) 

The cut margins of the cremaster 
muscle are now approximated behind 
the cord to facilitate the introduction 
of the floss silk suture (Fig. 5) to fortify, 
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however feebly, the posterior floor, and 
also to reduce the caliber of the cord 
which is subsequently made to lie 
subcutaneously. 

The operative field is now ready for 
the introduction of the floss silk lattice. 
Floss silk is to be preferred to catgut 
or other nonabsorbable suture material 
because it readily becomes incorporated 
into the tissues in which it is buried, 
its numerous gossamerlike fibrils lying 
loosely together form an excellent scaf- 
folding for the unhindered invasion and 
infiltration of fibroblasts, and it pro- 
duces in a very short time a fibromus- 
cular sheet which is strong enough to 
withstand the greatest strain. In addi- 
tion to this, it is cheap, readily 
available, easy to sterilize, and simple 
to insert when threaded on _ small 
or medium-sized round-bodied, trocar- 
pointed Mayo needles. Floss silk is 
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Fig. 2. The opening of the peritoneum lateral to the deep epigastric artery. 
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Fig. 4. Closure of the aperture in the peritoneum. 
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Fig. 6. The darning of 
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the posterior floor of the inguinal canal with floss silk; the first row of sutures. 
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DIRECT 
again preferable to fascia lata strips 
because it does not add another opera- 
tion to the hernial repair and the fibrous 
tissue response following the introduc- 
tion of this suture material is just as 
great as when living autogenous sutures 
are employed. 

Floss silk is supplied in ampoules 
(Messrs. John Bell and Croyden) ready 
for use, or on spools. The ampoule 
(containing a small spool of about one 
yard of floss silk) is immersed in dettol 
and spirit for about half an hour before 


the operation is due to commence. After - 


the silk has been removed from the glass 
container it is thoroughly rinsed in 
sterile saline solution and then in 
doubly distilled water in order to re- 
move all traces of chemicals which may 
be irritating or injurious to the tissues. 

It is now my custom to take a 24-inch 
strand of floss silk from a spool and to 





Fig. 7. The 
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boil it for one hour before use. The floss 
silk should not be immersed in weak 
mercurial lotions, flavine solution, sul- 
phonamide pastes, liquid paraffin and 
the like, as these substances are tissue 
irritants and excite an outpouring of 
serum—one of the greatest dangers to 
a promising herniorrhaphy. 

The floss silk is introduced in the 
following manner. The first stitch takes 
a firm bite of the periosteum of the 
pubic crest and then another bite at 
the origin of the tendon of the rectus 
muscle. The end of the suture is not 
knotted at this stage but caught with 
artery forceps. The cord is held out 
of the way while the suture is continued 
in a lateral direction, taking first a bite 
in the periosteum over the pubic spine, 
then of the edge of the rectus sheath, 
then of the inguinal ligament, then of 
the conjoined tendon, then of the in- 
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second row of sutures continued medially. 
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guinal ligament, then of the conjoined 
tendon, then of each side of the cre- 
master, then of the inguinal ligament, 
and then back again to the conjoined 
tendon, and so on. The stitches are 
inserted almost vertically and close to 
one another without any strain or pull 
on the muscle or the inguinal ligament 
(Fig. 6). 

As the internal ring is approached, 
the cord is pulled firmly outwards and 
the suture is continued until it can be 
felt that an opening only the size of the 
tip of the little finger remains. At one 
time we were in the habit of reinforcing 
the internal ring by buttressing the cord 
on all sides with floss silk sutures in 
the manner employed by Gallie in his 
fascial repair operation; but now we 
omit this step, preferring to place the 
emerging cord between the soft yielding 
muscles laterally and the silk wall that 
is built up on its medial aspect. 
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The suture is next continued back 
towards the starting point, but this time 
with much wider traverse, taking on one 
side a bite of the inguinal ligament 
between the stitches of the previous 
row, then on the other side the fibro- 
muscular conjoined tendon. The stitches 
are once again inserted without the 
slightest degree of tension and are 
passed in such a manner that the whole 
of the posterior floor of the inguinal 
‘anal is effectively darned with a lattice 
of floss silk (Fig. 7). 

The stitch is completed by taking a 
good bite of the periosteum over the 
pubie spine and the crest of the pubis 
and by tying the ends of the silk sutures 
together so that the knot will lie beneath 
the aponeurosis of the external oblique 
close to the pubic crest. 

With the cord elevated, the edges of 
the external oblique aponeurosis are 
approximated with a series of inter- 
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Fig. 8. Closure of the edges of the external oblique aponeurosis behind the cord. 
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rupted sutures (Fig. 8), or if the 
aponeurosis has been much stretched 
the edges may be overlapped. The cord 
is finally laid back on its new bed before 
the deep fascia and the subcutaneous 
tissues are drawn together with inter- 
rupted stitches of fine silk. The skin 
edges are sutured with vertical mattress 
sutures of fine black silk or deknatel. 

The wound is finally painted with tinc- 
ture of iodine and a small gauze dress- 
ing applied, this being kept in place by 
a broad strip of elastoplast. 


POSTOPERATIVE TREATMENT 


The patient is kept lying flat in bed, 
the head being supported with one or 
two pillows. Omnopon gr. 1/3 is given 
as required to relieve pain, a fluid diet 
is enforeed until the bowels work, which 
is usually on the third or fourth post- 
operative day, and the routine ‘‘shake- 
up’’ treatment is carefully followed as 
a precaution against atelectasis. 

Exercises directed towards strength- 
ening the muscles in the inguinal region 
are not carried out, as it is important 
to avoid the formation of serum in the 
wound or any strain on the suture line 
during the process of healing. 

The skin sutures are removed on the 
fourth or fifth day and the wound re- 
dressed with gauze, which is kept in 
place with an elastoplast dressing for 
about ten days. 

The patient is allowed to get out of 
bed on the twentieth day after opera- 
tion, and on discharge is told to avoid 
active work and strenuous exercise for 
at least two months. 

There are only two complications to 
be feared in herniorrhaphy. The first 


is atelectasis and the second sepsis. We 
have found the ‘‘shake-up’’ treatment, 
1.e., deep breathing exercises, making 
the patient cough at stated intervals, 
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ete., to be of the greatest help. Infection 
of the wound and stitch sinus are of 
course due to faulty technic and not to 
the silk material which is used; but any 
surgeon who uses silk routinely in clean 
cases will occasionally meet with a case 
of sepsis. The sepsis may be superficial, 
in which case no harm results; or it 
may arise from the deep sutures, in 
which case after trying fomentations for 
two weeks or so, if the condition does 
not respond or resolve, it is better to 
open up the wound, to remove all the 
silk sutures and to complete the repair 
with fine sutures of No. 0 twenty-day 
chromie catgut, leaving the wound 
partly open. 

In our last one hundred consecutive 
‘ases there has been sepsis in two cases, 
but on removing the offending ligatures, 
the wounds have healed up satisfactorily 
and apparently quite strongly. 

There is no operation that can be com- 
pared to this floss silk lattice method 
for large herniae or recurrent herniae 
in enfeebled subjects. The all-around 
recurrence rate following this method 
is not higher than 3 per cent and this 
includes cases in which the operation 
has been performed in obese patients, 
in the aged and in patients who have 
had two or three, or even sometimes 
four, previous herniorrhaphies. Sepsis 
most frequently occurs in obese patients. 
We make a point now of operating on 
only one side at a time in cases of 
bilateral hernia, and we avoid supple- 
mentary operations, such as those for 
raricocele and hydrocele, when operat- 
ing on a hernia. 


SUMMARY 


1. A detailed account of the technic 
of the operation of floss silk lattice 
repair in direct inguinal hernia is given. 

2. While this operation is most fre- 
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quently employed by us in direct in- 
guinal hernia, we also use it for those 
cases of oblique inguinal hernia in which 
the internal ring is unduly stretched 
and the floor of the canal is considerably 
weakened. 

3. It is in our opinion the operation 
of choice for cases of recurrent inguinal 
hernia. 

4, Septic complications in the wound 
occur in about 2-3 per cent of the cases, 
this being due to faulty technic. If a 
surgeon gets a high incidence of sepsis 
by using this suture material, it would 
be advisable for him to resort to other 
types of operation or of suture material 
and at the same time to revise the details 
of his technic. 

5. The results in a consecutive series 
of over five hundred cases have been so 
uniformly satisfactory that we do not 
hesitate to employ this method for all 
the difficult and complicated types of 
inguinal hernia. 


RESUME 


1. L’auteur nous donne en détail la 
technique de l’opération pour la cure 
de hernie inguinale directe, 4 l’aide de 
la bourre de soie (floche, filocelle). 

2. Quoique cette opération est le plus 
fréquemment employée pour les hernies 
inguinales directes, elle est aussi em- 
ployée dans les cas de hernies inguinales 
obliques dans lesquels l’orifice interne 
est démesurément dilaté et le plancher 
du canal inguinal trés affaiblie. 

3. Nous sommes d’avis que cette 
opération est l’opération de choix dans 
les cas d’hernies inguinales récidivantes. 

4. Les infections de la plaie sur- 
viennent dans deux tiers des cas. Cela 
est due 4 une technique fautive. Si un 
opérateur a une haute incidence d’infec- 
tion avec cette méthode, il doit l’aban- 
donner ou perfectionner sa technique. 
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5. Les résultats obtenus dans cing 
cents cas consécutifs furent uniforme- 
ment satisfaisants. L’auteur préconise 
l’emploi de cette méthode dans toutes 
les hernies inguinales d’un type difficile 
et compliqué. 


SUMARIO 


1. El autor da cuenta detallada de la 
técnica de la operacién de hernia directa 
inguinal, por medio de la sutura de 
seda-floja enrejada. 

2. Aun cuando esta operacién es 
empleada con mas frecuencia por el 
autor en la hernia directa inguinal tam- 
bién la practica en casos de la hernia 
oblicua inguinal, cuando el amillo- 
interno es muy abierto y el piso del 
‘anal esta muy débil. 

3. Kn nuestra opinion ésta es la ope- 
racion de seleccién en casos “e hernia 
inguinal recurrente. 

4. Complicaciones sépticas de la 
herida ocurren en 2-3 por ciento de 
los casos, debido a errores de técnica. 
Si un cirujano en su experiencia obtiene 
alta incidencia de infeccién con el uso 
de este material de suturas, se recomi- 
enda que escoja otro método de ope- 
racion o de material de sutura y al 
mismo tiempa revisar, en detalle, su 
técnica, 

5. Los resultados uniformemente ob- 
tenidos por el autor en mas de 500 casos 
consecutivos de hernia, justifican sin 
duda el empleo de este método en todos 
los casos dificiles y en complicados tipos 
de hernia. 


BbiBoJbl 


1. J[aHo ZeTaIbHOe ONMCaHHe ONepaTHB- 
HOH TeXHHKH TIOUMHKH NIpAMOH mMaxOBOol 
rPpbLKH MPH MOMOUIM CeTKH CIMeTeHHOH H3 
WeKOBAarO CbiIpila. 

2. XOTA 3Ta ONepauHA ynoTpebmsneTCA 
HaMH, OouJbuleH YaCTbIO, IPH NpAMOH rpbi- 
*Ke, MbI e€ IIPHMeHAeM TaKxKe B TeX CJy- 
4YaAX KOCBeCHHOH NaXOBOHM FpblKH, B KOTO- 
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PbIX BHYTPeCHHEe KOJIbILO KaHada O4eHb pac- 
TAHYTO HW NOW KaHada O4eHb OcTabseH. 

3. Ilo HauleMy MHeHHO 9TO TpeANOUTH- 
TeJIbHaA ONepauuA B CyYaAX NOBTOPHOHK 
maxOBOH FpbiKH. 

4. B 2—3% oOKa3aiNCb THOHHbIe OCIOK- 
HeHHA TIPHYHHeHHble MAOXOH ONepaTHBHOH 
TeXHHKOH. Ecam xupypr YuacTo BCTpeyaeTca 
C THOHHbIM OCJO#KHEHHeM pH ynoTtpebue- 
HHH 9TOFO WIOBHOFO MaTepHaiia, TO COBe- 
TyeTCA eMy MpHOerHyTb K Apyromy THIy 
onepallHX HIM WOBHOrO MaTepHaia, a TaK- 
Ke MpOBepHTb BO BCeX AeTaAXx ero co6- 
CTBCHHY!0 OMepaTHBHY!O TeXHHKy. 

5. Pesyabtatb, nosyyenHbie B 500 no- 


‘USHING JAN-FEB, 
CUSHING 1045 


C€OBATeIbHbIX CIy4aAX, ObIIM HaCTOJIb- 
KO YJOBJICTBOPHTeJIbHbI, UTO MbI HE KOJIe- 
O1IeMCAH MIPHMeCHATb 3YTOT CMOCOO BO BCex 
TPYHbIX HW OCJIOXKHEHHBIX Cy"aAxX Maxo- 
BOH IpbDKH. 
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Dr. Harvey Cushing (1869-1939) 


ON THE OCCASION OF THE FIFTH ANNIVERSARY OF HIS DEATH 
ON OCTOBER 7, 1944 
SOLOMON R. KAGAN, M.D. 


pioneer in experimental physi- 

ology, pathology and surgery, 
particularly in the field of the pituitary 
body and its disorders. He also was 
a prominent medical educator, a leading 
American medical bibliophile, a distin- 
guished medical biographer and_his- 
torian, a prolific and gifted writer. His 
monumental work, The Life of Sir 
William Osler (1925) is one of the best 
medical biographies. His high medical 
achievements placed him in the forerank 
of American physicians. 

Six letters written by Dr. Cushing to 
Col. Fielding H. Garrison of Washing- 
ton, D. C., are herein reproduced for 
the first time. I selected them from Dr. 
I’. H. Garrison’s unpublished ‘‘ Volumes 
of Letters,’? which were turned over to 
me by Mrs. F. H. Garrison. Dr. Cushing 
gave me the permission to publish them. 
These letters have an historical interest 
and reflect the personality of this great 
brain-surgeon and man. 


1D: HARVEY CUSHING was a 


12 


Boston, Massachusetts 
April 7th, 1913 
Dear Garrison: 

Some six years ago Dr. Billings came to Baltimore 
with the plans of the future Brigham Hospital, and 
I judge that even then I may have been in their 
minds as the possible encumbent of the surgical post, 
for Dr. Welch, who entertained Dr, Billings, asked 
me to come, at Dr. Billings’ request, and look over 
the plans. 

They were at the time, and as the hospital has 
gone up are still, of the old type of pavillion system 
—for which I have very little sympathy. Dr. Billings 
doubtless had the Hopkins in mind when he prepared 
them. 

The original plans were of course continually 
worked over for the succeeding years, by the archi- 
tects here in Boston and under the supervision of 
Dr. Howard, the present superintendent, who was 
appointed some years ago. 

When it came to putting these plans over for con- 
tractors’ bids the sum ran up to such an inordinate 
amount that Christian and I, who had in the interim 
been appointed the medical and surgical encumbents, 
insisted that the buildings, architecturally speaking, 
should be cut down so that we should have a little 
money left for running expenses. As they now stand 
I believe they were put up for about half the original 
estimate, and consequently look rather factory-like. 

All this does not sound very complimentary to Dr. 
Billings, but the great compliment is that he was 
asked by the trustees to formulate the original plans, 
inasmuch he was considered to be, and doubtless was 
at the time, the authority on hospital construction. 
This bare fact therefore is of significance and is 

(Continued on page 19) 
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Amputation of the Extremities and Prosthesis 
in the U.S.S.R.* 


PROF. NIKOLAI N. PRIOROV, M.D., F.I.C.S. (Hon.) 
MOSCOW, U:S.S.R. 


gunshot wounds is, in a variety of 

cases, the sole means of saving the 

life of the wounded. In comparison with 

previous wars the number of amputa- 

tions in the present war, both in the rear 

and at the front, has diminished by half. 

The reasons for this decrease in the 
number of amputations are as follows: 


Fe eaten of the extremities in 


1. Proximity of surgical aid to the 
wounded. 

2. First aid to the wounded in the first 
hours after injury. 

3. Radical surgical excision of the 
wound in medical sanitary stations 
near the front and in field hospitals. 

4. The use of anti-tetanus serum in all 
cases of trauma and the use of anti- 
gangrene serum in cases of severe 
trauma. 

5. Wide use of sulfa preparations. 

6. Use of blood transfusion, without 
exception, where indication exists. 

7. The possibility of retaining patients 
with severe wounds of the extremi- 
ties in front-line hospitals until 
their condition becomes less grave. 

8. Complete immobilization of the in- 
jured extremities. 


We consider plaster cast the best 
method of immobilization. The majority 
of amputations are performed at the 
front and only an insignificant number, 





*Presented at the Ninth National Assembly, United 
States Chapter of the International College of Sur- 
geons, Philadelphia, Oct., 1944. 
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approximately one-fifth of all amputa- 
tions, are performed at hospitals at the 
rear. 


REASONS FOR AMPUTATIONS 


The first and chief reason for amputa- 
tion (up to 40 per cent) is severe destruc- 
tion and crushing of the soft tissues, 
bones and joints, with acute disturbance 
to nutriment of the extremities. 

The second reason is an extremity torn 
away when trauma is incurred, as a re- 
sult of shell fragments, bombs, etc., and 
which remains connected to the body by 
only a patch of skin, thus necessitating 
only completion of amputation. 

Third, the presence of sudden and 
fulminatingly developing gas infection 
when other methods of controlling it 
prove unsuccessful. 

Fourth, gangrene of the extremities, 
after injury to the blood vessels, burns, 
freezing, etc. Amputations of this type 
are not numerous (from 1 to 2 per cent 
of the total). 

Fifth, septic condition of the patient 
after trauma of the extremities, in the 
presence of phlegmon and _ purulent 
pockets and in acute osteomyelitis, when 
all methods of treatment prove unsuc- 
cessful and it becomes necessary to sacri- 
fice the extremity to save the patient. 
Amputations as a result of these condi- 
tions constitute, according to our data, 
7 to 9 per cent of the total. They are 
performed in hospitals close to the rear 
lines. 
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METHOD OF AMPUTATION 


We use both the ‘‘chop’’ and ‘‘guillo- 
tine’’ methods of amputation, but greatly 
prefer the guillotine because sufficient 
skin is saved to allow for a later skin 
plastic operation. In individual cases we 
cut out one or two skin flaps which, if 
favorable conditions exist, can later be 
used to close the amputation wound. In 
order to protect the flap from infection 
it is rolled into tube form and sutures. 
Primary amputations are never sutured. 

We consider the following safeguards 
obligatory in amputations: 


1. Prevention of the patient’s becom- 
ing chilled during the operation by 
providing him with heat (warm 
blankets, heat pads, ete.). 

2. Blood transfusions prior to and 
following operation. In primary 
amputation, blood is transfused in 
large quantities; in secondary am- 
putation, it is transfused in small 
quantities. 

3. Use of a tourniquet during the 
operation so as not to lose a single 
drop of blood. 

4. Operation with the patient under 

anesthesia. We commonly use in- 

halation, intravenous and _ local 
anesthesia and also freezing. 

Observation and care in the field 

hospitals where the amputation 

was performed for a period of two 
or three days following operation. 


o 


TREATMENT OF THE AMPUTATION STUMP 


The cause of amputation and the 
methods of amputation just indicated 
determine subsequent treatment of the 
stump. 

An infected stump is never sutured. 
When the stump progresses favorably 
we recommend an initial dressing on the 
eighth or tenth day, preferably under 
anesthesia. In such cases we observe 
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that the amputation site is clean and 
covered with fresh granulations, and 
that inflammation is absent. 

Secondary suture, preferably with the 
use of plastic buttons, is possible in 
order to gradually approximate the 
edges of the wound by tightening the 
suture. 

These measures guarantee a good 
stump for prosthesis and preclude the 
necessity of re-amputation. 

When the stump progresses unfavor- 
ably in the presence of infection (phleg- 
mon, osteomyelitis, phlebitis, ete.) the 
wound is treated by the usual surgical 
measures: supplementary excision, anti- 
septics (sulfa preparations, penicillin, 
gramicidin, bacteriophage and others) and 
likewise by physiotherapeutic methods. 
The stump wound is treated with the 
aid of a Thomas brace in order to pre- 
vent the development of contractures. 

A significant number (up to 80 per 
cent) of amputation stumps are diseased 
or defective. 

Disease of the stump includes: non- 
healing wounds, ulcers, osteomyelitis, 
ligature fistula, exostosis, neuritis, pains 
in the stump, phlebitis, disorders of the 
skin and contractures. 

Defects of the stump include: exces- 
sively long or excessively short stumps, 
disarticulated stumps of the knee joint, 
ankle joint, wrist and shoulder, stump 
sears with bone adhesions, conical stumps, 
ankylosis and defects following bone 
plastic operations. 

It is urgent to care for diseases of the 
stump and to remove defects. Physio- 
therapy, heat procedures, mud, tar, par- 
affin and ozocerite are extensively used 
for this purpose. 

Cases which are not responsive to con- 
servative treatment are subjected to 
operative treatment as follows: 


a. Skin plastics 
b. Plastic of local tissue 
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ce. Excision of sear tissue with skin 


plastic 


d. Removal of adhesions and removal 


of ligatures 


e. Removal of neuromas and_ neu- 


rolysis 
f. Sequestrectomy 
e@. Re-amputation 


Fig. 1. Pirogov’s operation. 


Re-amputations constitute 40 to 60 per 
cent of all operations on the amputation 
stump and require special attention. The 
following questions arise with regard to 
re-amputation : 

1. Indications for re-amputations 

2. Time of re-amputation 
3. Method of re-amputation 


According to data compiled during the 
war by Soviet hospitals, indications for 
re-amputations have occurred in the fol- 
lowing proportions: nonhealing wounds 
(up to 60 per cent), osteomyelitis (from 
17 to 20 per cent), extensive scars with 
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bone adhesions (10 per cent), exostosis, 
pains, ete. (10 per cent). 

The time of re-amputation cannot be a 
matter of indifference. On the basis of 










Fig. 2. Levy’s operation. 
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AMPUTATION 
wide experiences we have reached the 
conclusion that the ideal time is the third 
month following primary amputation, 
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BIER'S OPERATION 


Fig. 3. Bier’s operation. 


when good granulation exists, inflamma- 
tion and edema have disappeared, and 
when dense scars are not present. In 
cases of gas infection re-amputation is 
delayed until the sixth and tenth month. 

The bone, in re-amputation, is cared 
for by the Bunge method. The bone 
canal is tamponed with a section of mus- 
cle, bleeding vessels are carefully tied, 
the nerve is cut at a fairly high level 
with a sharp blade and drainage tubes 
are inserted for one day. 

The use of the bone plastic opera- 
tions of Pirogov, Biers, Gritti-Stokes, 
Lew and Kirschner (Figs. 1-5) is widely 
recommended. 


PREPARATION OF THE STUMP FOR 
PROSTHESIS 


Exceptional attention is given to pre- 
paring the stump for prosthesis. 
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It is necessary to give consideration 
to making a good stump and one suitable 
for prosthesis from the very onset of 
treatment. In the first stage of stump 
treatment the appearance of binding 
sears, contractures and limitation of 
motion must be prevented. Physiothera- 
peutic methods of treatment are used in 
the second stage, after the wound has 
healed, and include massage of the ex- 








Fig. 4. Gritti-Stokes operation. 
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Fig. 5. Kirschner’s operation. 


tremities, omitting the stump itself, con- 
trast baths and electric stimulation. 
Stump exercises and gymnastics for the 
amputee, stump wrapping and training 
that accustoms the stump to withstand 
pressure are initiated early. Therapeutic 
prostheses are extensively used. The 


period of stump preparation continues 


for two to three months. 


ORGANIZATION OF PROSTHESIS SUPPLY 
In the Soviet Union a network of spe- 
cial hospitals has been established for 
the purpose of supplying prostheses for 
amputees. Each hospital includes a de- 
partment of orthopedics where the stump 
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is treated, a department of physiotherapy 
where it is prepared for prosthesis, and 
a department of prosthesis where the 
artificial limbs are completed and fitted. 

Our prostheses are made of wood, 
leather or emolyten. Our system of sup- 
plying limbs is divided into two types 
of operations: (1) manufacture of parts; 
and (2) assembly of the finished limb. 
Several factories exist for the manufac- 
ture of unassembled metal and wooden 
limbs. Assembly of the prostheses is 
handled by regional shops distributed 
throughout the Soviet Union. 

Special attention is given to supplying 
prostheses for wounded men with bilat- 
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AMPUTATION 
eral arm amputations. Either a Kruken- 
berg operation or phalangization is 
performed and the amputee is provided 
with an active artificial hand. 

Healing the amputation stump and 
supplying a suitable prosthesis is the 
requisite for reéstablishing the patient’s 
working capacity and providing him 
with employment. Up to 90 per cent of 
our amputees, after being treated and 
supplied with artificial limbs, return to 
the factories, plants and other establish- 
ments where they worked prior to the 
war. 

Only labor can complete their rehabili- 
tation. Only labor can heal their severe 
psychic wounds and restore their shaken 
nerves. 


SUMMARY 


The number of amputees in the pres- 
ent war has been reduced by one-half in 
the Soviet Union, and approximately 90 
per cent of these are rehabilitated. The 
guillotine method of amputation is rec- 
ommended. Subsequent treatment of the 
stump is determined by cause and method 
of amputation. An infected stump is 
never sutured. Initial dressing is applied 
on the eighth or tenth day. Diseases of 
the stump are treated by physiotherapy, 
heat procedures, mud, tar, paraffin and 
ozocerite. About 40 to 60 per cent of the 
cases require reamputation. Bone plastic 
operations of Pirogov, Biers, Gritti- 
stokes and Kirschner are recommended. 
Healing the amputation stump and sup- 
plying proper prosthesis is a prerequisite 
of rehabilitation. Prostheses in use in 
the Soviet Union are made of wood, 
leather or emolyten. 


RESUME 
Dans 1’Union Soviétique le nombre des 
amputés de cette guerre a été réduit de 
moitié et & peu prés 90 pour cent de 
ceux-ci ont été réhabilités. La méthode 
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d’amputation par guillotine est pré- 
conisée. Le traitement postopératoire est 
déterminée par la cause et la méthode 
d’amputation employée. Un moignon 
infecté n’est jamais suturé. Les maladies 
du moignon sont traitées par la physio- 
thérapie, la chaleur, la boue, le goudron, 
la paraffine et |’ozokerite. Dans 40 a 50 
pour cent des cas une réamputation est 
indiquée. Les opérations plastiques des 
os, tels que Pirogov, Biers, Gritti-Stokes 
et Kirschner sont recommandés. I faut 
que la plaie soit guérie avant l’emploi de 
prothése. Dans 1’Union Soviétique les 
prothéses sont faites de bois, de cuirs 
ou d’emolyten. 
SUMARIO 

Kl nimero de los amputados en la 
guerra actual han sido reducidos un 50 
por ciento en la Union Soviet y mas o 
menos 90 por ciento, de éstos son re- 
habilitados. Se recomiendo el método 
de guillotina para la amputacién. El 
tratamiento del mufén se determina 
segtin la causa y el método de ampu- 
tacién. Un mufoén infectado nunca se 
sutura. La cura inicial se hace en octavo 
o decimo dia, el tratamiento de munén 
consiste en la aplicacién de la fisio- 
terapéutica, calor, fomentaciones, fango, 
brea, parafina y otros medicamentos. 

De 40 a 60 por ciento de estos casos 
necesitan reamputacion. Las operaciones 
plasticas de Pirogov, Biers, Gritti- 
Stokes y Kirschner son recomendadas. 
La curacién de los mufiones y la applica- 
cién de protesis adecuada, son esencial 
requisitos para obtener rehabilitaci6n. 
La protesis en uso en la Union Soviet 
son construidas de madera, cuero y otros 
substitutos. 


BpIBOJbI 


B CoBetcKoM Co1w3e KOJMYeCTBO aMIly- 
THPOBaHHbIX B HaCcTOAULeH BOHe OBLIIO 
yMeHblUWeHO Ha NOWOBMHY. IIpHOau3uTewJb- 
HO 90% Opin peaOurMTHpOBaHEl. IIpeano- 
YHTaeTCA THAbOTHHHDIN MeTOX aMIlyTalluu. 
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Tlocnenyroulee seueHHe OOpy6Ka onpere- 
IAeCTCA TIPHYHHOH WH MeTOJOM aMIlyTallHH. 
SapaxkeHHbIh OOpyOoK HHKOra He 3alllH- 
BaeTca. IlepBan NepeBxA3Ka HaKJla.bIBaeTCA 
Ha BOCbMOH HH ecaATbIH WeHb. 3a6oueBa- 
HHe OOpyOKa weunTCcA (pu3HKOTepanned, 
TeNMOTOH, PpxA3bIO, CMOJOH, NapadPHHoM U 
o30uepHToM. 40%-60% OJDKHbI ObITb pe- 
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aMIIYTHpOBaHHbI. B cayuadx TpeOyroulux 
wlaCTHKy KOCTH PeKOMeHJLYIOTCA oOnepa- 
uuu IInporosa, Buepca, Tputru-CTokca u 
KupuiHepa. TlomHoe Bbi3sqopoBseHHe o6- 
py6ka HW CHaOKeHHe XOPOLIMM NpoTe3omM 
HeOOXOAMMO AJA peaO6usntTauun. IIpotesbi 
ynotpe61sembie B CoBeTCKOM Corse ewa- 
FOTCA H3 LepeBa, KOK HW IMOJIMTEHA. 


DR. HARVEY CUSHING (1869-1939) 


(Continued from page 12) 


of some historical interest. If you wish any further 
details I will ask Mr. Cochran, the president of the 
Board of Trustees, to let me have them. 
Very sincerely yours, 
HARVEY CUSHING 


II 
Boston, Mass. 
May 5, 1914 
Dear Garrison: 

I have read the manuscript with deepest interest 
and think it will be a great pity if you do not publish 
it somewhere, for it contains just the sort of informa- 
tion that I have long been after myself and this 
means many others. I have taken the liberty of 
making a few excerpts from it, which I shall be glad 
to use in a second edition of my pituitary volume 
should I ever get down to working at the thing again. 
I was particularly glad to learn about Bordeu, who 
threads his way through your pages so interestingly. 

As for my own things I think you have rather 
overdone it, and I have scratched one of the para- 
graphs where credit was given which we hardly 
deserve. We were the first to show that experimental 
pituitary insufficiency led to constitutional symptoms 
comparable to those which Frohlich was among the 
first to call attention to in clinical cases, and up to 
this time there had been little idea that they were 
due to a lowered glandular function. This of course 
has done much to accelerate our subsequent studies. 
In his report a few years ago Aschner (Vienna) did 
not quite give us, I think, the credit that was our due. 
However, these questions of priority bother me very 
little, and, as I have said, I think you have thrown 
more bouquets in our’ direction than are really 
deserved. 

Do by all means have the paper published, wherever 
it is that you proposed to publish it; you do not 
say in your letter. And be sure and send me a 
reprint. How in thunder you ever managed to piece 
the thing together and to carry what you have in 
mind, particularly all these sympathicotonie and 
vagotonic matters, is beyond my comprehension. 

Ever sincerely yours, 
H. 


BG Ef 


Boston, October 23, 1916 
Dear Garrison: 

What do you think of the Miinsterberg-Hocking 
correspondence, which has caused a ripple here that 
may possibly not have reached Washington? Mrs. 
Cushing has just finished H. G. Wells’s book and 
recommends it highly to me. She is very cautious 
about this, for I rarely get time to read novels, so 
that I presume it is unusually good, and I venture 
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to hand the recommendation on to you. I am amused 
at Colonel McCaw’s remarks on Henry James’s 
novels. I have a little of this same feeling myself, 
though I have just been buying up a lot of the old 
and unaltered first editions for my wife, who is 
addicted to them. The knowledge of this may make 
you hesitate regarding the reading of H. G. Wells. 
However, I pass it on for what it is worth. 
Ever affectionately yours, 
HARVEY CUSHING 


rv 
Nov. 28, 1928 
Dear Fielding: 

I am glad to learn from you something about the 
Welch Library; and word has reached me from some 
round-about source that they were lucky enough to 
get you to be their consultant or perhaps something 
even more than that, which delights me hugely. I 
hope this doesn’t merely mean that you have acqui- 
esced in carrying a double load. If they know their 
business, they ’ll give you a handsome salary and get 
you over there to spend your days in quiet and enjoy- 
able scholarship, free from the details that have been 
piled on you all these years in Washington. Popsy’s 
proposal that I should some day come down and take 
his place, I have always regarded as a huge joke, 
largely based on the fact that he and I have the same 
birthday. But then, after thirty years and more in 
surgery, I am much older than he is. Still, it was a 
pleasant and friendly gesture on his part which I 
never took very seriously. 

I wish I might know what Popsy has been doing 
with himself these eighteen months. He must have 
had a delightful time browsing around Europe, and 
though I have written to him once or twice I have 
received the usual answer—no answer. 

Always affectionately yours, 
HARVEY CUSHING 
Vv 
Boston, Mass., May 18, 1931 
Dear Fielding: 

Your note of May 14th lies before me with the 
reprints which I had of course seen in the Bulletin 
of the Academy. I always read everything you write, 
from books to book reviews, with a great thrill and 
hope you will continue to send me reprints of these 
scattered things, for I always put them in the books 
to which they pertain. 

And now you seem to have another big task on 
hand for the World’s Fair. 

I wish I know what outstanding achievements from 

(Continued on page 52) 








The Preoperative and Postoperative Treatment of 
Cancer of the Rectum and Pelvic Colon* 


HARRY E. BACON, M.D., F.A.C.S.,** W. D. TODHUNTER, M.D.,*** 
O. C. GASS, M.D.,**** AND F. D. WOLFE, M.D. 


PHILADELPHIA, PENNSYLVANIA 


become increasingly conscious of 
the curability of malignancy of the 
bowel by radical operative excision and 
the futility of radium, roentgen therapy 
and other local destructive methods 
against this diséase. Too, it has been 
realized that resections of the sigmoid 
and rectum in stages ordinarily do not 
lessen, but rather multiply, the compli- 
cations and sequelae which beset the pa- 
tient. The prolonged period of hospital- 
ization, the secondary manipulation of 
tissues, often contaminated or necrotic 
from the first stage procedure, may add 
to both the mortality and morbidity. 
During the past decade, there have 
been conspicuous changes in pre- and 
postoperative management of patients 
with intestinal cancer. While a series 


| laetigers here and abroad have 


of 712 resections without the establish- 


ment of an abdominal colostomy has 
been performed, as recently reported by 
Babeock and one of us (H. EK. B.),’® 
this particular discussion is based on a 
group of 256 eases of cancer involving 
the anus, rectum and pelvic colon from 
the Department of Proctology of Temple 
University for the three-year seven- 
month period ending April, 1944. Of the 
256 cases, 27 were located in the sigmoid, 





* Presented at the Ninth National Assembly of the 
International College of Surgeons held in Philadel- 
phia, Pa., Oct. 3-5, 1944. 

** Professor and Head of the Department of Proc- 
tology, Temple University School of Medicine. 
Diplomate of the American Board of Surgery. 

*** Resident in Proctology. 

**** Assistant in Proctology. 
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87 rectosigmoid, 132 rectum and 10 anus. 
Resection was carried out in 208; an 
operability or resectability of 81.2 per 
cent. There were 16 deaths—a mortality 
of 7.6 per cent. In 145, a Babcock procto- 
sigmoidectomy was performed with 8 
deaths—a mortality of 5.5 per cent; 
there were 49 consecutive resections with 
1 death—a mortality of 2.04 per cent. 


PREOPERATIVE PREPARATION 


As is our custom, all patients are ad- 
mitted to the hospital five to seven days 
prior to operation. A complete exami- 
nation, including cystometric studies, is 
made and the patient placed in fluid, 
-aloric, nitrogen and electrolyte balance. 
Fluids are encouraged freely by mouth, 
a minimum of 2500 to 3500 ee. daily 
unless contraindicated. One or more 
blood transfusions are administered in 
quantities sufficient to raise the erythro- 
cyte count to four and one-half million. 
Plasma protein determinations were 
made on 74 consecutive patients upon 
admission, 22 of whom (or 29.7 per cent) 
showed hypoproteinemia; levels of- 6.5 
Gm. per 100 ce. or above were consid- 
ered normal. Since approximately 30 
per cent of patients with rectal and 
sigmoidal cancer show hypoproteinemia 
during the preoperative period, the 
nitrogen equilibrium is established and 
maintained by means of a low residue 
diet divided into four feedings per day 
consisting of carbohydrate 400 Gm., pro- 
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tein 120 Gm., fat 50 Gm., and amino 
acids (casein hydrolysate reinforced 
with tryptophane *) 300 to 400 ec., (20 
per cent solution) orally each day. 


No. 
Grams Calories 
400 Carbohydrate x 4 1600 , 
120 Protein x 4 4g9 ( Yields 341 
50 Fat “* 450 | Gm. water 


2530 
300 ce. Amino Acids, 20% 240 





Total 2770 


Transfusion Reaction. Many hypoth- 
eses have been promulgated concern- 
ing the pathogenesis of hemolytic trans- 
fusion reactions, such as ischemia of 
the kidneys from vasoconstriction,” 
blockage of the renal tubules by pre- 
cipitation of the pigment,?* *% 4° 3) 9% 
nephrotoxic substances released from 
hemolysis “ and anaphylaxis,” yet there 
is no therapeutic procedure which has 
proved uniformly successful. Our rou- 
tine practice has been to maintain 
an adequate fluid intake and _ blood 
volume, and to alkalinize the urine in 
an effort to avoid agglutination and 
hemolysis of the donor’s cells by the 
recipient’s plasma. Sodium bicarbonate 
sufficient to maintain a urinary pH 
above 7.0 is given. Ordinarily, 2 Gm. 
(30 grains) three hours prior to trans- 
fusion and 1 Gm. (15 grains) every 
hour for three doses is prescribed. If 
intravenous administration is desired, 
we employ 5 per cent sodium bicarbonate 
or in preference a 1/6 molar sodium 
lactate solution. 

Vitamin Therapy. A high incidence 
of subclinical avitaminosis, previously 
unsuspected but a potentially dangerous 
state, may occur as a result of diet, 


* Supplied through the courtesy of F. D. Stearns 


& Co. 
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inability to utilize vitamins, failure of 
absorption of fat soluble vitamins in 
the absence of bile or depletion of vita- 
min reserve by excessive demands in 
malignancy. Routinely, by mouth, thia- 
min chloride 50 mg., nicotinamide 100 
mg., ascorbic acid 100 mg., and pyrid- 
oxine 5 mg. are prescribed daily. 
Non-Absorbable Sulfonamide Ther- 
apy. On the fifth preoperative day, a 
nonabsorbable sulfonamide is begun by 
mouth and continued to the morning of 
operation. Sulfasuxidine, succinylsulfa- 
thiazole, which we have employed in 131 
‘vases (102 proctosigmoidectomies) of 
our total series, is given in an initial 
dose of 0.5 Gm. per kilogram body 
weight, followed by a dosage of 0.25 Gm. 
per kilogram every four hours daily. 
More recently, sulfathalidine, phthalyl- 
sulfathiazole,* a sulfonamide having a 
similar mode of action, but possibly 
exerting a more potent antibacterial 
activity has been studied in 54 cases in- 
cluding 19 proctosigmoidectomies. The 
initial dose is calculated on the basis of 
0.1 Gm. per kilogram weight; the main- 
tenance dose is estimated upon the same 
basis, the total daily amount being given 
every four hours in equally divided por- 
tions. Stools are collected and sent to 
the laboratory for quantitative estima- 
tion of coliform organisms. Low pro- 
thrombin levels may, at times, be raised 
by injection of vitamin K or synkayvite. 
Castor oil, 40 cc., is given on the evening 
of the second preoperative day. The fol- 
lowing day (first preoperative), the 
patient receives glucose in water every 
hour and amino acids to total 2000 
‘alories. On the morning of the opera- 
tion, the rectum is irrigated until clear 
and residuum aspirated; amino acids 
and glucose solution are given orally. - 
Synkayvite, 10 mg., is given three hours 


* Supplied through courtesy of Sharp & Dohme 
Company. 
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before operation. One-thousand cubic 
centimeters of 10 per cent glucose in 
physiologic saline are administered in- 
travenously and continued during the 
operation with 500 ce. of whole blood. 
An indwelling (Foley) catheter is in- 
serted into the bladder. 


CARNE DURING OPERATION 


Our choice of anesthesia is fractional 
or continuous spinal, using 0.3 per cent 
pontocaine in 7 per cent dextrose solu- 
tion. All patients submitted to radical 
extirpation routinely receive 500 ce. of 
whole blood during the operation, and 
if such is not obtainable, plasma is sub- 
stituted. As can be appreciated, the cir- 
cumstance of a suddenly depleted blood 
volume calls for immediate replenish- 
ment, and the quickest and best means 
to increase blood volume is by direct 
infusion of blood. 

More than a deeade ago, Coller and 
Maddock ** pointed out that the water 
loss during an abdominal operation and 
the four hours immediately following 
may amount to as much as 1000 ce. 
Recently, Coller** and Pack**. with 
their respective co-workers modified the 
original technic of Gatch and Little *” 
to estimate the blood loss during sur- 
gical operations. In the performance 
of their abdominoperineal resections for 
rectal cancer, a blood loss ranging from 
183 ec. to 900 ee, or an average of 
410 ee. and 455 ce. respectively, was 
noted. Duodenal suction applied to an 
indwelling Levine tube is in force dur- 
ing the operation to avoid vomiting and 
regurgitation of vomitus into the lungs, 
which according to Wangensteen*” is 
the most frequent cause of postoperative 
pneumonia. Suction is continued for a 
period of seventy-two hours or more 
following operation to prevent intestinal 
distention. 


bo 
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POSTOPERATIVE TREATMENT 


Inhalation of high concentrations 
of oxygen is given for a minimum of 
twenty-four hours for the purpose of ef- 
fecting a reduction in the amount of 
nitrogen, thereby diminishing intestinal 
distention.*” ** Oxygen also is of value 
to maintain capillary tone and tissue 
viability. The transfusion of whole 
blood given during the operation is fol- 
lowed by 5 per cent glucose in isotonic 
saline solution; additional whole blood 
and/or plasma is ordered as needed. 

Status of Hydration. The patient’s 
status as to hydration and acid-base 
balance is of utmost importance, for 
one should be ever mindful that the 
loss of fluid beyond that which is 
essential to insure healthy body econ- 
omy is consistent with a deranged 
physiologic function. The degree of 
thirst, dryness of the skin and eapil- 
lary turgor are helpful indices in the 
determination of the state of hydration, 
but there are other factors which are 
more reliable, such as the urinary out- 
put. For normal kidneys to concentrate 
urine to a specifie gravity of 1.030 and 
excrete a minimum standard of 35 Gm. 
of waste material, 500 ec. of urine are 
required daily.*° Severely damaged kid- 
neys, on the other hand, with low con- 
centrating capacity, require 1500 ce. of 
urine to excrete the same amount of 
solids. Maddock and Coller ™” estimate 
this to be the minimum daily urinary 
output in all ranges of function. Loss 
by vaporization from skin and lungs, 
computed as 1000 to 1500 ee. in ordinary 
surgical cases and 2000 ce. in the pres- 
ence of an increased demand on the heat 
dissipating mechanism,” such as fever 
or hot weather, is also to be considered. 
Of value is the comparison with the pre- 
operative fluid balance and_ blood 
studies: the plasma protein, specific 
gravity of blood plasma and whole 
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blood, the cell volume of venous blood 
by means of the hematocrit and when 
practical, the daily weight*’* of the 
patient. By the foregoing, shock due 
to hemorrhage may be differentiated 
from that of circulatory collapse, dehy- 
dration in the presence of anemia, fluid 
and protein loss and the onset of edema 
levels determined.** Recently, we have 
employed the MceClure-Aldrich test,’ 
which consists of measurement of the 
disappearance time of an artificially 
injected wheal of normal saline solution, 
the efficiency of which, according to 
Appel and Brill * as well as Hopps and 
Christopher,” has been proved by the 
investigations of Kunde.” The test 
represents a means of estimating tissue 
avidity for water. In forty-two con- 
secutive resections, we have found it a 
fairly reliable index to the state of 
hydration, provided the electrolyte equi- 
librium is considered. 

Acid-base Balance. Sodium chloride 
metabolism, which cannot be divorced 
from water balance, should be under- 
stood, inasmuch as surgical procedures 
on the large bowel are frequently 
attended by abnormal losses of this im- 
portant electrolyte. Under normal con- 
ditions, the electrolyte concentration of 
the intracellular and extracellular body 
fluids is maintained at a relatively con- 
stant level, and while loss of electrolyte 
with a parallel loss of water from the 
extracellular compartment does not 
produce changes in electrolyte concen- 
tration, marked depletion in the extra- 
cellular reservoir of base and water 
results in a fall in total base concentra- 
tion in the plasma. In patients with 
abnormal loss of fluid containing elec- 
trolytes, the relative proportion of acid 
and basic constituents should be known 
as well as the total base concentration, 
otherwise acidosis or alkalosis in addi- 
tion to dehydration may ensue. Deter- 
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mination of the total serum carbon 
dioxide content and serum chlorides, 
from which the total base concentration 
may be approximated; the plasma pro- 
tein, hematocrit, the daily urinary 
chloride concentration; loss by perspira- 
tion, computed by Coller and Mad- 
dock * as 3 Gm. per liter, loss by duo- 
denal suction and by the Babcock intra- 
abdominal sump drain,” ' ? will assist 
in ascertaining the patient’s electrolyte 
status. For the restoration and main- 
tenance of physiologic concentrations 
and amounts of basic ions, acid ions 
and water, Elkineton * suggested that 
three-quarters of the total base require- 
ments be given as_ isotonic sodium 
chloride and the remainder as sodium 
lactate or sodium bicarbonate. As will 
be recalled, approximately 90 per cent 
of the base in the extracellular fluid is 
sodium and all calculations and base 
replacements may be referred to the 
sodium ion. In a recent contribution, 
Coller ** advises that because of the rela- 
tively high incidence of ‘‘salt intoler- 
ance,’’ especially after general anes- 
thesia, no isotonic saline or Ringer’s 
solution should be given the day of 
operation, on the first or second post- 
operative day; that if significant loss 
of extracellular fluids occurs during this 
period, it be replaced with 0.5 per cent 
sodium chloride solution with 5 per cent 
glucose; and that great care be exer- 
cised in the administration of isotonic 
saline and Ringer’s solution to patients 
who are hypoproteinemic, anemic, aci- 
dotic and oligurie. 

Nitrogen Equilibrium. Nitrogen bal- 
ance and the level of the blood protein 
has but recently been recognized as an 
important part of the pre- and post- 
operative care of the patient, although 
Lauter * nearly two decades ago showed 
experimentally that in malignancy there 
is an increased protein requirement. 
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There is evidence at hand” that food 
given orally is more effective than that 
¢iven intravenously and that adequate 
amounts of protein and carbohydrate 
are necessary to maintain normal glyco- 
gen stores in the liver. Yet there 
are a few days immediately following 
proctosigmoidectomy when parenteral 
administration must of necessity be 
employed if nitrogen equilibrium is to 
be maintained. 

Rhoads * in addressing the American 
Proctologic Society a few years ago 
stated, ‘‘Every time a patient is sub- 
jected to a serious operative procedure, 
the patient not only loses nitrogen, but 
does not make it very well. As a result, 
if operation is begun on a_ patient 
already hypoproteinemic, his serum pro- 
tein may continue to drop to a very 
dangerous level and complicate seriously 
his ability to survive the operation.’’ 
Others concur in that the hypoprotein- 
emia in cancer of the gastro-intestinal 
tract is aggravated by major surgical 
procedures.” * 7 

It is evident, therefore, that the 
osmotic effect of plasma proteins in the 
maintenance of fluid balance must be 
considered. Normally, blood proteins 
exert an osmotic pressure of 30 mm. of 
mereury. If loss of plasma _ protein 
occurs, following radical extirpations, 
such as proctosigmoidectomy, the sys- 
temic effect is a reduction in blood 
volume. As a result, the venous return 
is lessened, the cardiae output reduced, 
thereby producing a fall in blood pres- 
sure. Thus, a disturbance ensues in the 
relationship between the vascular bed 
and interstitial fluid. Unless treatment 


is instituted, the blood proteins become 
so depleted as to produce insufficient 
colloid osmotic pressure to maintain 
serum water for blood dilution. 

There have been advanced several 
theories based on sound investigative 
work as to the cause of low serum pro- 
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tein levels in patients with cancer of 
the gastro-intestinal tract, among which 
may be mentioned: depletion of protein 
stores due to deficient diet,® continual 
or intermittent bleeding,’ impairment of 
functional capacity of the liver,’ causing 
limitation of plasma protein fabrica- 
tion,’ inability to properly absorb the 
amino acids necessary for protein syn- 
thesis,’ and destruction of proteins in 
large amounts. Mayer and Kozoll “ 
observed that 29.3 per cent of patients 
with gastro-intestinal cancer had aver- 
age protein volumes below 6.0 Gm. per 
100 ce. and following surgery, the pro- 
tein deficits were considerably in excess 
in the cases of colonic cancer. In 65 
consecutive resections for cancer of the 
colon and rectum, Binkley ** found that 
56 of the 65 patients (86 per cent) be- 
‘ame hypoproteinemic (levels below 6.5 
Gm. per 100 ce.). In our series, 17 
resected patients in whom no treatment 
was instituted were taken as a control: 
15 (or 88.2 per cent) became hypopro- 
teinemic (6.5 Gm. per 100 ee. or above 
considered normal). In contrast, how- 
ever, were 57 unselected patients with 
‘cancer of the rectum or sigmoid in whom 
postoperative hypoproteinemia was an- 
ticipated and effort made to attain and 
maintain nitrogen equilibrium by the 
administration of blood, blood plasma 
and amino acids in liberal amounts— 
15 of the 57 patients (or 27 per cent) 
following abdominoperineal proctosig- 
moidectomy showed serum protein levels 
below 6.5 Gm. per 100 ee. Whole blood, 
which increases the plasma protein level, 
the erythrocytic count and hemoglobin 
content, is given on the first postopera- 
tive day and repeated when indicated; 
500 ce. of blood being equivalent to 
approximately 19 Gm. of protein. In 
accordance with the plasma carbon 
dioxide combining power, a_ solution 
of sodium bicarbonate 5 per cent, 
Hartmann’s or M/6 sodium lactate is 
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prescribed. Dependent upon the daily 
COz content, the amount of sodium bi- 
‘arbonate is determined by the follow- 
ing: Ke. wet. * COez content deficit (65 
vol. %) & 0.026 = NaHCOs Gm. This 
is calibrated in terms of its equivalent 
of sodium lactate. 

It is our practice following resection 
for cancer of the rectum or sigmoid, 
especially where no artificial abdominal 
opening is established, to give 2500 to 
4000 cc. of fluid each day during the 
immediate postoperative period or until 
the patient can tolerate sufficient quan- 
tities by mouth. For example, the usual 
daily requirement following proctosig- 
moidectomy to maintain fluid, calorie, 
nitrogen and electrolyte balance, is not 
unlike the following: 
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fathiazole, 24% Gm. morning and after- 
noon) has been employed in all our 
resections on the rectum and_ pelvic 
colon. Providing the urinary output is 
1500 ec. or above, patients are given 
sodium sulfathiazole 2142 Gm. in 40 ce. 
of distilled water intravenously morning 
and afternoon beginning the day follow- 
ing operation. The blood level is deter- 
mined every second day and urine 
examined for erythrocytes. Should the 
urinary output fall between 1200 and 
800 ec. daily, only 24% Gm. are admin- 
istered, while below 800 ce. the drug is 
omitted. Sodium bicarbonate or sodium 
lactate is used routinely. Where the in- 
travenous or oral route is not feasible, 
0.8 per cent sulfanilamide in M/6 so- 
dium racemic lactate is injected subeu- 





Quantity Calories NaCl 
2000 ec. 10% glucose in sterile distilled water 800 
1000 ee. 10% gelueose in N/saline....with 400 9.0 Gm. 
300 ee. Amino acids......15% sol. 180 
250 ee.’ Blood..whole..aver. daily amt (9.5 Gm.) 38? 
125 ec. Blood plasma....A.M. 74 
125 ce. ae 
50 ee. NalHlCOs, Hartmann’s, or M/6 sod. lactate 
80 ce. Sodium sulfathiazole 244 Gm. A.M. 
214 Gm. P.M. 
3930 ee. 1492 9.0 Gm. 


Route of Administration. Ordinarily 
the intravenous route of administration 
is employed but when access to veins is 
difficult, we do not hesitate to utilize the 
subeutaneous and intrasternal means 
of injection. In no instance have we 
encountered any untoward reaction with 
blood, blood plasma, glucose and saline 
or amino acids (5 per cent solution) by 


the intrasternal route. 


Sulfonamide Therapy. The resources 


offered by modern chemotherapeusis are 
of paramount value in preventing and 
combatting infection, especially perito- 
nitis, which in comparison to other 


causes of death still consumes a heavy 





toll. Sulfonamide therapy (sodium sul- 


taneously into the median aspect of 
the thighs. 

In October, 1942, we initiated the use 
of a nonabsorbable sulfonamide in sur- 
gical extirpations on the lower bowel, 
and during the past year its employment 
has been routine. Sulfasuxidine, sue- 
cinylsulfathiazole,*” is given in suspen- 
sion in the same dosage as_ before 
operation, namely 0.25 Gm. per kilogram 
hody weight every four hours as soon 
as the patient is able to tolerate liquids 
by mouth, usually on the third or fourth 
postoperative day. As previously re- 
ported,'® in our series of 145 cases in 
which an abdominoperineal proctosig- 
moidectomy was performed, there were 
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eight deaths, four of which were due to 
peritonitis. Of these, namely four, only 
one had been given sulfasuxidine pre- 
operatively but not postoperatively. 
This patient had an adenocarcinoma 
gerade II of the rectum and a squa- 
mous cell carcinoma grade IIT of the 
cervix. Sulfathalidine, phthalylsulfa- 
thiazole, which according to Poth,*® 
shows two to four times the bacterio- 
static activity of succinylsulfathiazole, 
has been employed more recently in 54 
resections (19 proctosigmoidectomies). 
The drug is given postoperatively in 
amounts equal to the preoperative dose, 
namely 0.1 Gm. per kilogram body 
weight every four hours in suspension 
as soon as liquids are tolerated -by 
mouth. While this drug seems to pos- 
sess definite merit, we have not as yet 
accumulated sufficient data to warrant 
specific comparisons. Stools are col- 
lected and sent to the laboratory the 
morning following admission before the 
drug is given, on the morning prior to 
operation and on two occasions after 
operation. Allowing for such factors as 
failure to order the drug for the desired 
period, administration at night when 
the patient is asleep, prolonged use of 
Wangensteen suction, etc, a definite 
decrease quantitatively of the coliform 


organisms has been noted. In no 
instance have we encountered any 
untoward reaction. It may be men- 


tioned that of our total series of 208 
resections to April, 1944, including those 
to September, 1944, intra-abdominal 
soiling oecurred in 11 instances as the 
result of perforation at the time of 
resection, contamination in open anasto- 
mosis or slipping of the clamp in closed 
anastomosis, yet there has been no 
fatality .Others have commented on the 
reduction of postoperative complications 
in surgery of the large bowel.® 1 *% * 
53, 69, 89, 94 


RECTUM AND COLON 194 


26 


JAN. 


FEB. 
5 


POSTOPERATIVE COMPLICATIONS 
Pulmonary Complications. Pulmo- 
nary embolism, which is one of the most 
dramatic catastrophies in the postopera- 
tive course, accounted for four deaths 
in our gross series of 208 resections 
(2 in 145 proctosigmoidectomies). As 
has. been shown,” postoperative pulmo- 
nary embolism and venous thrombosis 
are more common where there is injury 
to, or ligation of, branches of the iliae 
veins, in operations of long duration 
and of great magnitude, in patients 
with malignancy and where infection is 
present. In our group, the four patients 
expired between the fifth and eighth 
day. In Nystrom’s series,*! the largest 
number of fatal cases occurred within 
ten days of operation, while Barker and 
his co-workers * observed that approxi- 
mately one-quarter of their postopera- 
tive deaths due to pulmonary embolism 
occurred before the seventh day and 
approximately one-half before the four- 
teenth day. Of the four cases men- 
tioned, there was no clinical evidence of 
thrombophlebitis prior to death. We 
inspect the lower extremities daily and 
insist that the patient move the limbs 
frequently in an effort to prevent stag- 
nation. We have not kept patients flat 
in bed, as has been suggested, but rather 
prefer slant of the upper abdomen and 
thorax on the pelvis (Fowler’s posi- 
tion), since with the abdominoperineal 
proctosigmoidectomy, abdominal drain- 
age through the posterior wound is pro- 
moted. Heparin has been employed in 
but three non-fatal cases. According to 
Allen*® heparin is helpful as a preven- 
tive measure in patients with a previous 
history of phlebitis, in patients who con- 
tinue to have small infarets after vein 
interruption and as a preliminary to 
dicumarol administration. While we 
have had no experience with dicumarol 
in the prevention of postoperative 
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venous thrombosis and pulmonary embo- 
lism, the available data at hand seems 
promising provided its administration is 
controlled and individualized. Proced- 
ures such as lumbar sympathetic block,” 
and especially ligation of the vein above 
the thrombus*” *® °° ® appear to pos- 
sess merit. Inasmuch as the majority 
of pulmonary emboli have their origin 
in the deep veins of the lower extremity, 
it is plausible to assume that great 
strides may be anticipated from direc- 
tive treatment. 

Postoperative bronchopneumonia is 
extremely uncommon; two fatal Gases 
having occurred in our gross series of 
208 cases (one in 145 proctosigmoid- 
ectomies). We attribute this largely to 
the choice of anesthesia, Wangensteen 
suction during and after operation, fre- 
quent change of position immediately 
following and slanting of the thorax 
(semi-Iowler) the next morning, encour- 
agement of deep breathing’ and frequent 
brisk slapping of the chest. Inhalations 
of 7 per cent carbon dioxide in 93 per 
cent oxygen have proved beneficial. 
Pulmonary atelectasis was observed in 
five instances of our total series. 
Bronchoscopic suction was employed 
in two instances; one patient required 
aspiration. 

Malignant Invasion of Structures. In 
the series of 145 proctosigmoidectomies, 
malignant invasion of genito-urinary 
structures was found as follows: bladder 
in five instances, with partial resection 
in four; ureter in one, resected; uterus 
in two, hysterectomy in both; vagina in 


six, posterior wall resected in all; pros- - 


tate in six, partial or complete resection 
in all. All were performed without a 
fatality. Shortly after admission, each 
patient is subjected to cystoscopy to 
ascertain if invasion of the bladder has 
occurred and to cystometry to determine 
if vesical dysfunction exists. The urine 
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is cultured routinely. A Foley catheter 
is inserted into the bladder the morning 
of operation. The catheter is permitted 
to drain during the operation and after 
the patient is returned to the room, it is 
attached to a bottle beside the bed. The 
contents of the bottle are measured 
accurately at seven o’clock morning and 
evening. Twice daily, the bladder is 
irrigated with a warm solution of boric 
acid. Cystometry is repeated on the 
fourth postoperative day to determine 
the functional ability of the bladder. 
The catheter is removed on the fifth 
day; cystometric reading is made prior 
to discharge. The urine is collected for 
culture at the time of cystometry. 

Urologic Complications. Urologic com- 
plications frequently provoke annoyance 
both to the patient and the attending 
surgeon. One of these is disturbance 
of the normal physiology of the bladder. 
There is little doubt that several factors 
influence the retention of urine follow- 
ing radical extirpation of the rectum, 
such as its close proximity to the bladder 
region, the character.and severity of the 
surgical maneuver itself, the type, dura- 
tion and depth of anesthesia, injury to 
the innervation, loss of structural sup- 
port to the bladder and apprehensive- 
ness of the patient. 

The effect of spinal anesthesia on 
vesical function has been thoroughly dis- 
cussed.* 23, 37, 48, 51, 58, 79, 85, 95, 97 As previ- 
ously reported *” *' in a series of 1698 
vases in which spinal analgesia was 
employed for low anorectal pathology, 
such as hemorrhoids, fistula, ete., com- 
plete data was available in 1126. Of this 
number, 81 patients (or 7.1 per cent) 
The incidence 
following proctosigmoidectomy under 
fractional anesthesia, while greater, is 
not proportionately so when one con- 
siders the magnitude of the operation. 
By the same token, resections upon the 
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upper and mid-sigmoid rarely manifest 
urinary retention compared to opera- 
tions for low anorectal pathology. 

It is our belief that to a large measure, 
the functional changes result from 
trauma to the parasympathetic fibers, 
although innervating elements, namely 
the pudendal and sympathetic may effect 
the clinical picture. In our experience, 
even with the utmost precision in the 
dissection of the posterior fascial planes, 
it is not difficult to injure the nerves and 
their connecting filaments. McCrea,” 
Hill® and others * 7 place °consid- 
erable import on nerve injury as a fac- 
tor, although Coller and Eastman ** *° 
are quite emphatic that neither the auto- 
nomic nor the somatic nerve supply 
is destroyed. In the classical Miles 
abdominoperineal resection, destruction 
of the pelvic floor and division of the 
structures adjacent permits sagging of 
the bladder into the large empty peri- 
neal wound and varying degrees of 
angulation on the vesical neck. The 
same is true with proctosigmoidectomy 
except that the presence of the sigmoid, 
previously occupied by the rectum, 
affords support, and with reéstablish- 
ment of an antero-lateral pelvic floor, 
approach of the bladder to its near- 
normal position and relationship is 
attained. In our series of cases, neuro- 
genic vesical dysfunction was observed 
in 17 cases. It should be mentioned 
that we consider a hypotonic neurogenic 
bladder to represent one in, which re- 
introduction of the catheter is indicated 
following removal of the catheter on 
the fifth postoperative day, because of 
inability to void and loss or absence 
of motor activity as evidenced by cys- 
tometric readings. The duration of 
urinary retention in this group of 17 
vases was from a few days to several 
weeks; one required continuous cathe- 
terization for three months. No per- 
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manent functional disability was noted, 
as all cases returned to normal. 

Various drugs and procedures have 
been advocated from potassium ace- 
tate ® and prostigmin to serve as a 
parasympathetic stimulant and instilla- 
tions of mercurochrome into the blad- 
der,'’* to presacral nerve “’ and trans- 
urethral resection.** A few years ago, 
approximately one hundred patients 
were treated by instillation of 30 cc. of 
0.5 per cent mereurochrome upon com- 
pletion of the operation (hemorrhoids, 
fistula, ete.) but the results obtained 
were not particularly impressive and 
the experiment was discontinued. It has 
not been employed in any of our cancer 
vases, although some*!°® are most 
enthusiastic concerning its use. In our 
hands, syntropan, a sympathetic stimu- 
lant has proved valuable. McCrea ™ has 
advised 200 mg. three times daily. On 
the basis of the number of pus cells per 
high power field, there were 21 cases of 
urinary infection. 

While not available at the moment, 
we are in the process of compiling the 
results of urine culture which will be 
reported in the near future. Of interest 
is a recent article by Milwidsky,” who 
found a high incidence of urinary infeec- 
tion following simple colostomy. Of the 
nonfatal complications, there were four 
instances of uremia, three of sulfo- 
namide oliguria and in one, compres- 
sion of the left ureter by scar tissue. 

Abdominal wound infection and de- 
hiscence has been an infrequent com- 
plication, and, to a great measure, 
we feel that it has been due to the 
maintenance of an adequate protein 
and vitamin C levels and to the use 
of oblique muscle-splitting incision 
and Babcock’s alloy steel wire. Others 
have commented favorably on_ the 
latter.12 13) 14, 18, 42, 50, 52, 59, 61, 66, 84, 90, 104 


Time of Discharge. Patients follow- 
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ine proctosigmoidectomy are permitted 
out of bed usually on the ninth to tenth 
day and recently the majority have been 
discharged from the hospital on the 
twelfth postoperative day. Approxima- 
tion of the posterior sphincter muscula- 
ture is made before the patient leaves 
the hospital but if there is purulent 
drainage from the presacral area, the 
sphincteroplasty is postponed for a 
month. This requires not more than 
three days hospitalization. 

It is worthy of mention that the pre- 
sacral wound consumes about three 
weeks for complete healing and closure 
—approximately that of an ordinary 
anorectal fistula. Thus, the majority of 
our recent cases have been able to 
return to their former or perhaps lighter 
occupations in an average of six to ten 
weeks following operation. In our other 
types of abdominoperineal extirpations, 
where a large perineal wound is made, 
at least three months was the average 
period required for healing. 


SUMMARY AND CONCLUSION 

From a gross series of 712 '° cases in 
which radical resection was performed 
without colostomy, a group of 208 per- 
sonal extirpations of the rectum and 
sigmoid for carcinoma has been selected 
as the basis for this discussion. 

As previously reported,” the Babcock 
abdominoperineal technic of proctosig- 
moidectomy, without colostomy and with 
preservation of the sphincter muscle, 
possesses definite merit. It permits 
radical removal of the malignant bowel 
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and gland-bearing areas, and in spite of © 


a high rate of resectability (81.2 per 
cent), enjoys a low operative mortality, 
5.5 per cent in 155 resections; 2.04 per 
cent in 49 consecutive resections. It 
allows early discharge of the patient 
from the hospital, reduces the period of 
wound healing and affords early return 
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to work. As will be shown,’ preserva- 


tion of the sphincter musculature (the 
muscle need be sacrificed in less than 
20 per cent of all cases) does not 
compromise the radicability of the 
operation. 

The physiologic derangement of pa- 
tients with rectal cancer in whom extir- 
pation is contemplated is deserving of 
‘areful consideration -and_ therefore 
special attention should be directed 
toward the maintenance of the fluid, 
‘alorie and nitrogen and acid-base bal- 
ance. Varying degrees of hypopro- 
teinemia were found in 29.7 per cent 
of the patients on admission to the hos- 
pital. Following resection, 88 per cent 
of the patients showed hypoproteinemia 
where no treatment had been given, com- 
pared to 27 per cent where whole blood, 
blood plasma and amino acids were 
given in liberal quantities. Thus, it is 
evident that following radical excision, 
hypoproteinemia is a significant finding 
and that in the majority of cases a posi- 
tive nitrogen balance may be achieved 
by the administration of protein. It has 
been observed that a diet rich in carbo- 
hydrate and protein given in low-residue 
findings has in no way interfered with 
a clean, tranquil bowel at the time of 
operation; neither has the diet affected 
the number of coliform organisms in the 
stool. 

The results obtained with the non- 
absorbable sulfonamides, namely sulfa- 
suxidine and sulfathalidine, have made 
us enthusiastic concerning their use, 
especially when we consider the group 
of eleven cases in which gross con- 
tamination of the peritoneal cavity with 
fecal material occurred without subse- 
quent fatality. Either drug should be 
employed preoperatively for a period of 
not less than four days, and postopera- 
tively in suspension form as soon as 
liquids can be tolerated by mouth. 
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A comparison of the cystometric 
recordings following operation with 
those prior to surgery has proved of 
special value in the determination of 
vesical dysfunction. Several factors 
should be considered in the etiology 
of urinary retention, one of the most 
important of which is destruction 
of or injury to the parasympathetic 
innervation. 

It is our opinion that the individual- 
ized investigation and management of 
the patient before, during and after 
operation, has greatly reduced the com- 
plications and sequelae so common fol- 
lowing radical extirpation for rectal 
cancer, 


RESUME 


La technique pour la proctosigmoi- 
dectomie sans colostomie et avec préser- 
vation du muscle sphincter fut employée 
avee suecés dans 208 cas personnels 
d’extirpation du rectum et de l’anse 
sigmoide pour carcinome. Cette opéra- 
tion permet l’enlévement radical de 
l’intestin néo-plastique et des régions 
correspondantes des glandes lympha- 
tiques. Malgré les hautes résections 
(81.2 pour cent) pratiquées, la mortalité 
ne dépassa pas 5.5 pour cent dans 155 
résections ; 2.04 pour cent dans 49 résec- 
tions consécutives. Le séjour a l’hépital 
est réduit, la guérison de la _ plaie 
s’effectue en moins de temps et permet 
au malade de reprendre son ouvrage 
plus tot. Il n’est pas necéssaire de 
sacrifier le sphincter dans moins de 20 
pour cent des cas. Il faut maintenir 
la balanee de fluides, de calories, de 
nitrogene et d’acide-basique. Hypopro- 
teinemie rencontrée dans 29.7 pour cent 
des malades a leur entrée a l’hopital et 
dans 88 pour cent des malades non- 
traités apres l’opération est une impor- 
tante complication. Les sulfonamides 
nonabsorbables (sulfasuzidine et sulfa- 
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thalidine) employée avant 1l’opération 
pendant trois ou quatre jours, et aprés 
l’opération en suspension donnérent 
d’excellents résultats dans onze cas de 
contamination de la cavité péritcnéale 
par matiéres fécales. L’exerétion 
urinaire sera controlée. La _ réten- 
tion urinaire peut étre due a la destruc- 
tion ou au traumatisme des nerfs 
para-sympathétiques. 

Les complications peuvent étre gran- 
dement diminuées par |’étude individu- 
elle des cas avant, pendant et aprés 
l’acte opératoire. 


SUMARIO 


La téenica de Babeock para la proc- 
tosigmoidostomia, sin colostomia pre- 
liminar, y conservando el miusculo 
esfincter-anal, fueron ejecutadas en un 
grupo de 208 casos de carcinoma para 
la extirpacion del recto y del sigmoideo. 
Las ventajas de dicha técnica son que 
permite excisién radical de la lesién 
neoplastica del intestino y de las areas 
elandulares metastaticas atin cuando el 
‘ampo de reseccion operatoria es extenso 
(81.2 por ciento), la mortalidad fué 5.5 
por ciento en 155 resecciones; 2.04 por 
ciento en 49 resecciones consecutivas. 
Los pacientes operados pueden ser des- 
pedidos del hospital mas temprano, el 
periodo de cicatrizacién de herida se 
acorta y el convaleciente vuelve al tra- 
bajo en corto tiempo. El miusculo anal 
solo es sacrificado en menos de 20 por 
ciento de todos los casos. 

Kspecial atencién debera darse a la 
mantencién ‘del balance de_ liquidos, 
caloricos, nitrégeno, y el balance de 
acidos basicos. 

Hipoproteinemia, que se encuentra en 
29.7 por ciento de estos pacientes, y en 
88 por ciento de los casos que no reciben 
tratamiento postoperatorio, constituye 
una complicacion importante. 
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Muy satisfactorios resultados han sido 
obtenidos con el uso de sulphasuxidine 
y sulphathalidine cuando se emplean 
por lo menos cuatro dias antes de la 
operacion, y usados en suspension, con 
excelentes resultados en casos de avan- 
zada contaminacion de la cavidad peri- 
toneal con material fecal. Deficiencia 
vesical, puede ser evaluada yor medio 
de observaciones cistométricas 

Retencion vesical puede ser causada 
por destruccién o dao a los nervios 
parasimpacéticos. 

Complicaciones y secuela pueden ser 
reducidas por las investigaciones clin- 
icas y manejo especial del paciente antes, 
durante y después de la operacioén. 


Bupogn 


Onepauna BaOKoKa cocrouT u3 ‘6proul- 
HO - IIPOM@2KHOCTHOH MpOKTOCHMOHAeKTO- 
MHH 6€3 KOJIOCTOMHH HM C COXpaHeHHeM 
MBILUMWbI C(pHHKTepa. Ona Oblwia ycneulHo 
IIpOu3BexeHa aBTOpaMH B 208 93KCTHpma- 
WHAX IPM pake MpAMOM WM CHrMOHAaAbHOH 
KHIUIeK. 

Ita onepawnA o6aanaer He€CKOJIbKHMH 
IIPCHMYLULeCTBaMH: OHA Ja€T BO3MOMKHOCTb 
paqHKaIbHOro yAaJieHHA 300KaueCTBeHHOH 
yaCTH KHIWJeC4YHHKa H Kese3HOK OONACTH; 
HECMOTPA Ha BbICOKHH MpOWeHT OMepaTHB- 
HOCTH (81,2%) CMePpTHOCTb OUeHb Maa, 
TOJbKO 5.5% B 155 pecekuHAX H 2.04% B 49 
NOCJe€LOBATeJIbHbIX ONepallHAXx; OHA MO3BO- 
aseT Oouee ObICTpy!O BbINMCKY H3 OOdb- 
HHIbI, YMeHbuUIaeT NepHO 3aJe4eHHA PaHbl 
HM Jlae~t BO3MOXKHOCTb PpaHO BePHyTbCcA K 
paOote. He 6owee 4em B 20% HeOOxOAHMO 
NOXKePpTBOBATb MbIUUIWeH. Ho HeOOxOLHMO 
oOpallaTbh OCObeHHOe BHHMAHHe Ha COXxpa- 
HeHHe 2KHAKOCTeH WH KaJOPHOrO, asOTHOrO 
HM KHCJO-U[eOUHOTO PaBHOBeCcHA. 

Hu3kuii MpOTeHHOBbIiT yPOBeHb KPOBH, 
KOTOPbIit OObIMHO KOHCTAHTHPOBAaH B 29.7% 
cry4aeB TIpH NMOCTYMMIeHHH B OOJIbHALY H. 


B 88% B HeJICUCHHbIX MOCIe-OMepalWOHHbIXx 


MawWeHTaX ABAACTCH BaXKHbIM OCJIOMKHE- 
HHeM. 

He a6cop6upyroulneca cyabc:oHaMHAH, 
MMCHHO CyJb(acyKCHAHH HM CyJbdatasu- 
J\MH, TIPHMeHeEHHbIe 3a YeThIPe THA 1O one- 
pallHH H, B CyCNeH3HpOBaHHOH (opMe, Mmoc- 
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Je ONepallHH, La BeHKOJeNHbIe pesyJb- 
TaTbI B 11 cay4yaHx MacCOBOH KOHTaMHHa- 
HH MePpHTOHeaAJIbHOH MOMOCTH KaJOM. Ha- 
pylweHve (PyHKIHH MOYeBOrO Ty3bIpsA MO- 
X#KeT ObITb YCTAHOBJCHO IHCTOMeETPHUeCKH- 
MH H3MepeHHsAMH. 

Mouesoe 3aepxkHBaHHe MOXKeT ObITb 
IIPHUHHEHO PaspylIeHHeM HIM NOBpexKe- 
HHeM lMapaCHMMaTHY¥eCKHX HeEpPBOB. 

OcJ102KHeHHA H MOCIeCTBHA MOryT ObITb 
O OOUbWOK CTeNeHH TIpeOBpallleHbl MH- 
JUBUAyaln3auvell HCCIeLOBaHHA HW MOCTa- 
HOBKH pe@xKHMa KaxKOrO MallWeHTa JO, BO 
BpeMA H MOCcde ONepalHH. 
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Sir Benjamin Collins Brodie 


IR Benjamin Collins Brodie, cul- 

tured Knelish gentleman, was the 

essence of that frequently scorned 
and often secretly envied orchid of 
the medical profession, the ‘‘society 
doctor.’’ 

Born at Winterslow, 
1783, Benjamin was the third son of a 
clergyman whom God had blessed with 
four sons and two daughters. Peter 
Brodie, the descendant of a Jacobite 
exile from Scotland, sent his children 
neither to public school nor university, 


Wiltshire, in 
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but gave them a rigorous training in 
Latin, Greek and mathematics, instilling 
in his sons industrious habits and a love 
of labor. 

In 1798, when England was deep in 
the throes of war with France, at the 
age of 14 Benjamin became an ensign 
in a company of Volunteers. 

The following year Brodie was sent 
to London to study medicine under Sir 
Kverard Home. His connections were 
unusually good. Dr. Denman had mar- 
ried his aunt; Dr. Baillie (Hunter’s 
nephew) and Sir Richard Croft (the 
leading accoucheur of the day) had each 
married one of his cousins. Through 
his older brother, who was a lawyer, and 
a cousin, Benjamin enjoyed the friend- 
ship of eminent members of the legal 
profession and London society. Brodie 
himself considered his student years 
(1799-1803) the most important of his 
life, for during this formative period he 
acquired the habits of perseverance, in- 
dustry and concentrated attention which 
were the the foundation stones of his 
‘areer. Strangely enough, Brodie had 
no especial taste or desire for the pro- 
fession in which he became so proficient. 
The unremitting zeal with which he 
attacked his studies sprang from a 
sense of duty only. It was as a student 
that Brodie formed a life-long friend- 
ship with William Lawrence, the only 
surgeon of his day worthy to be ranked 
with Brodie and Sir Astley-Cooper. 

In 1801 the young medical student 
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ge Lt SIR BENJAMIN COLLINS BRODIE 
pital during 1805, Brodie resigned to 
become a lecturer in anatomy at the 
Windmill St. school, at the same time 
continuing to attend both Abernethy’s 
and Home’s lectures on surgery. 
3rodie’s first bit of fortune on the 


entered Abernethy’s School of Anatomy. 
The following year he was a pupil in 
Mr. Wilson’s dissecting room and spent 
some time in an apothecary’s shop 
learning materia medica. 
Hlouse-surgeon at St. George’s Hos- 
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road to professional success was Mr. 
Home’s invitation to act as his assistant, 
a position which Brodie held for two 
years and a half. At the same time he 
worked for Mr. Home at the museum 
of the College of Surgeons. 

Soon after, Brodie was appointed to 
assist Home and Gunning at St. 
George’s Hospital, with which he was 
connected until 1840. When Gunning 
went to war, Brodie and Keate took over 
the work of the junior surgeon. ‘To- 
gether they made a real innovation in 
the surgical practice of that day. They 
were the first surgeons in England to 
adopt the practice of daily hospital 
visits and personal supervision of the 
‘are of their patients. 

In 1809 Brodie entered private prac- 
tice, his reputation as a clinical teacher 
and lecturer on anatomy and surgery 
already established. His labors were 
interrupted for a short while by illness, 
but they were resumed with renewed 
vigor following his marriage in 1816 to 
the daughter of Sergeant Sellon, the 
distinguished lawyer. Brodie’s mar- 
riage was a very happy one, three chil- 
dren surviving to maturity, namely, Sir 
Benjamin Brodie, a daughter and the 
Rev. William Brodie. 

At this epoch of his life may already 
be seen his interest in other branches 
of medicine than surgery. He was a 
member of the ‘‘Animal Chemistry 
Club,’’ the ‘‘Society for the Promotion 
of Medical and Chirurgical Knowledge’’ 
and the Royal Society. Influenced by 
Bichat, Brodie devoted much time to 
physiologic experiments. During 1810- 
1814 he wrote four papers which greatly 
enhanced his medical reputation: one on 
the influence of the brain on the action 
of the heart; a second on the effects 
of certain vegetable poisons, which won 
him the Copley Medal in 1811; a third 
on the influence of the nervous system 
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on the production of animal heat; a 
fourth on the influence of the pneumo- 
gastric on the stomach secretions. 

This period might also be considered 
the most important from the standpoint 
of literary productivity. His two pub- 
lications of note were: ‘‘ Diseases of the 
Urinary Organs’’ and ‘‘On the Pathol- 
ogy and Surgery of Diseases of the 
Joints’? (1819). 

In 1821 Brodie first attracted the 
royal attention which culminated in his 
appointment as Surgeon-in-Ordinary to 
His Majesty (1828). Two years later 
he became a constant attendant on the 
dying George IV. Although he never 
attended William IV personally, Brodie 
was appointed Serjeant-Major, an honor 
which he retained to the end of his life. 

After acting as Assistant-Surgeon for 
fourteen years at St. George’s, Brodie 
became Surgeon in 1822. Dr. Matthew 
Baillie and Thomas Young, his inti- 
mates, were among the _ influential 
friends who aided Brodie in his pro- 
fessional advancement. Another friend 
was Rose. 

Brodie had built his own operating 
theater in Windmill St. and founded 
a museum of surgical pathology. Dur- 
ine the evenings he lectured to the 
students, but in 1830 during the full 
tide of success, this teaching was put 
in the hands of junior colleagues, 
although he continued to deliver clinical 
lectures during the early part of the 
day in the lecture theater of the hos- 
pital. As the leading London surgeon, 
Brodie’s private practice during this 
period was enormous, amounting to be- 
tween £6,500 and £11,000. 

The formation of the Hospital Medi- 
‘al School in 1831 created a situation 
fraught with complexities. Brodie and 
Caesar Hawkins were appointed joint 
lecturers on Surgery, and students ob- 
tained their anatomical instruction from 
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two schools, Dr. Brodie’s on Windmill 
St. and Mr. Lane’s. Out of this situa- 
tion arose a quarrel which saddened 
Brodie’s later years and was only ter- 
minated by the removal of Mr. Lane’s 
school to St. Mary’s Hospital thirteen 
or fourteen years later—to the detri- 
ment of St. George’s. Meanwhile the 
board room of St. George’s was the 
scene of violent and unseemly disputes, 
which were carried to public atten- 
tion by letters in newspapers and by 
pamphlets. 

In 1834 Brodie, the undisputed leader 
of the surgical profession in London, 
was made a baronet. At this time also 
he became officially connected with the 
College of Surgeons, which owed its 
prestige for many years largely to 
Brodie’s reform measures. [He spon- 
sored the establishment of the rank of 
Fellow, introducing higher examinations 
as qualifications for that degree. He 
instituted vast improvements in every 
department of the College; henceforth, 
examinations for membership were con- 
ducted at two distinct periods and a 
part of the examinations were written. 
Brodie was instrumental in obtaining 
a new Charter from the Crown in 1845. 

In February 1837, Brodie delivered 
the Hunterian Oration at the College 
of Surgeons. He also took his first 
tour abroad, spending a month in Paris. 
Since the acceptance of a baronetcy 
entailed the holding of landed property, 
in 1837 Brodie purchased Broome Park, 
an estate of 450 acres about twenty-four 
miles from London. Here during the 
summer and autumn he spent each 
week end, entertaining many distin- 
guished guests. 

On the oceasion of his resignation as 
surgeon from St. George’s, Brodie was 
honored at a public dinner at which he 
was presented with the ‘‘ Brodie Medal,’’ 
especially designed for the occasion. 
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Meanwhile Brodie continued to do 
some writing. In 1854 he published 
‘Psychological Inquiries,’’ a series of 
dialogues upon the various attributes 
and states of the mind and the influences 
acting upon them. They deal with sleep, 
dreams, death, religion, science, educa- 
tion and other related subjects. Many 
of his papers in the ‘‘ Medico-Chirurgical 
Transactions’’ of the Royal Medical and 
Chirurgical Society are still standard 
authorities on the subjects treated. In 
1842 there appeared in the Quarterly 
Review an amusing paper by Brodie on 
‘“‘Quacks and Quackery.”’ 

During his later years Brodie was 
active in a number of scientific organ- 
izations, being president of the Royal 
Medical and Quirurgical Society, the 
Western Medical and Surgical Society 
of London, the Ethnological Society, the 
Social Keonomy Section of the National 
Association for the Promotion of Social 
Science, the General Medical Council 
and the Royal Society of Medicine. 

His integrity of character and his pro- 
fessional prominence are revealed in 
several instances. In 1850 Brodie 
attended Sir Robert Peel following the 
latter’s fatal fall from a horse. In 1856 
he was called as a witness in the cele- 
brated trial of William Palmer. Three 
years later his assistance was again 
invoked to prevent a miscarriage of 
justice in the Smethurst case, Smet- 
hurst being acquitted of the murder of 
his mistress as a result of Brodie’s 
testimony. 

In 1860 failing eyesight caused Brodie 
to spend the greater part of his time in 
retirement at Broome Park. Afflicted 
with severe lumbago, Brodie suffered 
additional pain when a tumor appeared 
in the region of his right shoulder. He 
died on his Surrey estate on October 
21, 1862. 

(Continued on page 63) 
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Plastic Operations on the Kidney” 


OSWALD S. LOWSLEY, A.B., M.D., F.A.CS., F.1.C.S.** 
NEW YORK, NEW YORK 


LASTIC operations on the kidney 

may be divided into two main 

groups: those upon the cortex, and 
those concerned with defects of the kid- 
ney pelvis. 

Animal experiments performed by the 
author upon rabbits and dogs have made 
it possible to do almost any type of 
operative procedure upon the cortex of 
the kidney. It was found from these 
experiments that pads of fat placed 
upon bleeding vessels and held in place 
by ribbon gut properly applied could 
produce almost immediate hemostasis. 
A series of 16 dogs was subjected to 
nephrostomy. In upper-pole nephros- 
tomy, pads of fat held in position by 
ribbon gut stopped the bleeding in an 
average of 114 minutes; while particles 
of muscle applied to a nephrostomy 
wound in the lower pole of the same 
kidney, under identical circumstances, 
took an average of 1914 minutes to pro- 
duce hemostasis, thus proving the vast 
superiority of fat as a hemostatic agent 
in the cortex of the kidney. This method 
of repairing kidney wounds has made it 
possible to do many operations upon this 
organ which formerly were either im- 
possible or hazardous. 


Reparation by the wrapping of ribbon — 


gut about the kidney does away with 
the necessity of placing mattress sutures 
in the cortex. Since vessels in the renal 


* Presented at the Ninth National Assembly of 
the International College of Surgeons held at Phila- 
delphia, Pa., Oct. 3-5, 1944. 

** The Department of Urology, James Buchanan 
Brady Foundation, of the New York Hospital. 
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cortex are terminal, mattress sutures 
cause necrosis of a fan-shaped area of 
parenchyma extending from the location 
of the suture to the limits of the cortex. 
Not only does this area become necrotic, 
but it sometimes sloughs away, resulting 
in massive bleeding that may require 
nephrectomy. 

Conservation of the kidney is a most 
important consideration; therefore, the 
urologist must use every means at his 
disposal to relieve obstruction of the 
upper urinary tract. This is often due 
to an aberrant vessel crossing the upper 
part of the ureter or to actual stricture 
at the ureteropelvic junction. In the 
former case, the trouble is readily re- 
lieved by ligating and excising the 
vessel. In the latter instance, more ex- 
tensive procedures are necessary and 
these will be described in some detail. 


OPERATIONS ON THE KIDNEY CORTEX 


Operations on the kidney cortex in- 
clude numerous procedures which have 
been made feasible by the development 
of the fat-and-ribbon-gut method of re- 
pair. Among them are: simple nephros- 
tomy, calycelectomy, heminephrectomy, 
the removal of simple cysts of the cortex, 
and the excision of pieces of loose kidney 
tissue, with repair and drainage. 

The scope of this paper does not 
permit descriptions of all of these 
methods, but it does seem advisable 
to deseribe at some length a case of 
heminephrectomy. 
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CASE REPORT 


I’, P., a female, aged 23 years, was admitted 
to the Brady Foundation of the New York 
Hospital, complaining of continual leakage 
of urine which had existed since birth. She 
had been told that she had a vesicovaginal 
fistula. Her past history, general physical 
examination, and laboratory tests were nega- 
tive. Vaginal examination showed, 1 em. 
below the urethra and to the left of the 
midline, a small opening which emitted spurts 
of clear fluid. A probe inserted into this 
passed easily into what was thought to be 
the bladder, giving the impression that this 
was a vesicovaginal fistula. The probe was 
withdrawn and a ureteral catheter inserted 
for 20 em. Cystoscopy, however, revealed no 
evidence of the catheter. Both ureteral ori- 
fices appeared normal in size and location. 

It was decided that the patient had an 
accessory ureter opening into the vaginal 


“ 


Fig. 1. Calycelectomy by fat-and-ribbon-gut method. Photomicrograph of operative area. 
A. Pelvis with mild chronic pyelitis. 


eight weeks after scalpel resection of middle calyx.) 
capsule. C. Operative area. 
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D. Small island of bone in sear tissue. 
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vestibule. Retrograde pyelographic studies 
confirmed this, and showed a left double kid- 
ney. The accessory ureter, leading to the 
upper kidney, was greatly dilated due to a 
stricture at its lower end. 

Under spinal anesthesia, a left heminephrec- 
tomy was done through the usual loin incision 
and under rib-resection technic. The acces- 
sory kidney segment was found to form the 
upper pole of a double kidney, being enclosed 
within the same capsule. The kidney was 
freed and mobilized. The supernumerary 
ureter, which was posterior and somewhat 
lateral to the normal ureter, was clamped 
and cut low down and the stump ligated and 
cauterized. The kidney capsule was then 
incised, exposing a very shallow groove mark- 
ing the division between the two kidney 
segments. The arterial supply to the upper 
segment was furnished by a branch from the 
main renal artery. Upon clamping this, the 
upper segment, consisting of approximately 





(Dog sacrificed 
B. Fibrosed 
E. Parenchyma free of infection. 
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one-sixth of the renal mass, assumed a slightly 
dusky color. The venous return was evidently 
through the normal kidney segment. The 
accessory kidney was excised by sharp dis- 
section through the line of demarcation, very 
little bleeding ensuing. A pad of fat was 


s. 





Fig. 2. Right kidney (dog) traumatized without rup- 

turing capsule. Note area of hemorrhage, necrosis. of 

tubules, and deposits of calcium in tubules. This may 
occur if adequate drainage is not instituted. 


placed in this fossa, and the margins of the 
normal kidney were approximated by inter- 
rupted sutures of chromic ribbon gut passed 
through the capsule. 

The patient was discharged on the twenty- 
third postoperative day, with the wound 
healed and her incontinence cured. Exere- 
tory urograms made one year later showed 
excellent function of the remaining kidney 
segment. 


PLASTIC OPERATIONS FOR THE RELIEF OF 
OBSTRUCTIONS AT THE URETEROPELVIC - 
JUNCTION 


Many types of plastic operations have 
been suggested for the relief of obstruc- 


tions at the ureteropelvic junction, indi- . 


cating the uncertainty with which this 
problem is approached. Failures of 
these various procedures have been esti- 
mated at nearly 30 per cent by Mathé, 
and many urologists have abandoned 
plastic surgery in these cases because 
of the unsuccessful outcomes. However, 
the purpose of all renal surgery (except 
in malignant disease and tuberculosis) 
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should be the conservation of function- 
ing tissue, if this can be done with safety 
to the patient. 

The success of any plastic procedure 
on the ureteropelvic junction is depend- 
ent upon (1) determination of the exact 
cause of the obstruction before the insti- 
tution of reparative surgery, and (2) the 
employment of prolonged nephrostomy 
drainage and ureteral splinting until the 
repair is complete. 

Most obstructions at this point are 
due to one or more of the following 
conditions: (1) stenosis (congenital or 
acquired); (2) high insertion of the 
ureter on the renal pelvis; (3) hyper- 
trophy of the ring muscle at the uretero- 
pelvic junction; (4) kinking of the 
ureter; (5) aberrant renal blood vessels. 
Frequently more than one factor is re- 
sponsible. For example: Stenosis and 
an abberant vessel may co-exist, in which 
event both conditions must be remedied 
if adequate drainage is to be estab- 
lished. Merely severing an aberrant 
vessel outside the ureter, while a con- 
striction within the duect—the real cause 





Fig. 3. Left kidney (dog) traumatized without rup- 
turing capsule. Note focus of calcification in pyramid 
—‘‘Randall’s kidney stone’’—-and area of calcifica- 


tion beneath mucosal lining. This, also, may occur 
in the absence of adequate drainage. 


of the obstruction—goes unrecognized 
and untreated, will not relieve the 
obstruction. The presence of obstruc- 
tion can be shown by pyelography, but 
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determining the exact cause can usually 
be done with certainty only at operation. 

The main reasons for failure in plastic 
surgery at the ureteropelvic junction 
are: (1) puckering at the site of repair, 
(2) leakage of urine from the anasto- 
mosis and resulting infection, (3) ten- 
sion on the repair, (4) new stricture 
formation in an area bathed by urine, 
and (5) persistent infection within the 
kidney. 

Puckering may be avoided by the 
selection of the proper type of repair. 
For stenosis, the most frequent cause 
of obstruction, we prefer, in most cases, 
to do a modification of the Y-plasty pro- 
cedure originally described by Schwyzer 
and modified by Foley. For high inser- 
tion of the ureter, we separate the 
ureter from the pelvis, remove the 
stenosed area when present, and reim- 
plant the ureter into the most dependent 
portion of the pelvis, usually by an end- 
to-end anastomosis, although we have 
also had success with von Lichtenberg’s 
method (allowing the cut end of the 
ureter to project into the pelvis for a 
short distance, the latter being sutured 
about it like a cuff). These two pro- 
cedures, the Y-plasty and ureteropyelo- 
neostomy, have proved the most useful 
and satisfactory of the many plastic 
operations devised for hydronephrosis 
due to noncaleulous ureteropelvic ob- 
struction. Where there is a greatly 
redundant pelvis, prior to the perform- 
ance of the Y-plasty, and sometimes of 
ureteropyeloneostomy, a portion of the 
pelvis is excised. 

In both of these operations, the 
chances of urinary leakage, infection, 
and tension on the repair can be reduced 
to a minimum by the prolonged use of 
a nephrostomy drain (Malecot catheter) 
and a splinting soft-rubber ureteral 
catheter, as advocated by Henline and 
Menning in 1943. Postoperatively, 


pyelograms are made at intervals of 
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three and six weeks after injecting con- 
trast solution through the nephrostomy 
tube, and so long as there is evidence 
of extravasation of contrast solution 





Fig. 4. Photomicrograph, dog. Shows left hemi- 
nephrectomy with healing. Fat-and-ribbon-gut method. 


outside the area of repair, the tube and 
splinting catheter are left in place. 
When healing is complete—usually in 
six weeks—both are removed. The renal 
sinus usually heals in twenty-four to 
forty-eight hours. 


TECHNIC OF Y-PLASTY PROCEDURE 


The kidney is exposed through the 
usual loin incision, freed from the sur- 
rounding tissues and delivered into the 
wound. Adhesions between the pelvis 
and ureter are severed, thus exposing 
accurately the ureteropelvic junction. 
The latter is carefully examined by 
inspection and palpation. If the outer 
circumference of the ureter at this point 
appears to be normal, but there is doubt 
regarding the inner caliber, 10 to 20 ce. 
or more of saline are injected into the 
pelvis with a fine needle and the peri- 
stalsis of the freed ureteropelvic junc- 
tion observed. If there is delayed 
emptying, with the adhesions severed, 
intrinsic stenosis is assumed to exist. 
If doubt persists, the ureteropelvic junc- 
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Fig. 5. Heminephrectomy in double kidney with accessory ureter opening into vestibule. Showing 

condition present before operation: double kidney and ureter on left side. Ureter from the upper kidney 

empties into the vestibule of the vagina and is distended due to a stricture at its lower end. The ureter 

from the lewer kidney is normal, and empties into the bladder at the usual site on the trigone. (From 
Lowsley and Conroy: J. Urol., 45:611, 1942.) 
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Fig. 6. (Heminephrectomy in double kidney with aberrant ureter.) 
The greatly dilated ureter to the upper segment is being freed downward. 


through the usual lumbar incision. 


The ureter to the lower kidney is normal. 


tion is examined through an incision in 
the lateral wall of the ureter at this 
point. 

The upper part of the ureter is then 
freed. A Malecot catheter (usually No. 
20 to 26-F.) is pulled through the lower 
calvx by means of a curved clamp 






42 


U idney (to 
so pper Kidney (to be removed) 


af Dilated ureter of 
upper Kidney i 








eing dilated-ureter 
of upper Kidney 





) 2 a of lower 
Kidney 


The double kidney has been exposed 
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inserted from the pelvis through the 
cortex. Alongside this is placed a soft 
rubber ureteral catheter (No. 10, 12, or 
14-F".), passed through the nephrostomy 
wound and pelvis and down the ureter 
to a point well below the site of repair, 
to be used as a ureteral splint. 
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Fig. 7. (Heminephrectomy in double kidney with aberrant ureter.) Anterior surface of double kidney, 

showing blood supply. Clamps have been placed on the vessels to upper segment. The dilated ureter from 

the upper kidney has been freed downward as far as possible. Note line of incision to remove upper kidney; 
this is just above the demarcation of the upper, and lower kidneys. (From Lowsley and Conroy.) 


A Y-incision is then made in accord- angular flap of pelvic wall is sutured to 
ance with Foley’s method, placing the the lower end of the ureteral incision 
longitudinal incision, or stem of the Y, by interrupted sutures of No. 0000 
on the lateral border of the ureter, one chromic catgut on an atraumatic needle, 
arm of the Y on the anterior surface including all layers of the wall in the 
of the pelvis and the other on the — suture but attempting to get as accurate 
posterior surface. The tip of the tri- an approximation of tissue as possible. 
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This leaves a V-shaped draining ostium 
at the ureteropelvic junction, which pro- 
motes normal drainage. 

The kidney is returned to its bed; one 
Penrose drain is placed at the site of 
the nephrostomy drainage and another 
at the site of the repair. The wound 
is closed in layers—the drains, nephros- 
tomy tube and splinting catheter being 
brought out near its posterior angle. 

Postoperatwely the Penrose drains 
are removed in three or four days, and 
the nephrostomy drain and _ splinting 
‘vatheter in about six weeks. During this 
period the urine is carefully checked for 
evidences of infection and as to its pH. 
It is preferable to have the urine on the 
acid side as an alkaline infection may 
lead to the deposition of calcium. Fre- 
quent flat plates are taken to rule out the 
latter. Pyelograms are made at inter- 
vals of three and six weeks to check the 
progress of the repair; and after the 
wound is healed, retrograde pyelo- 
graphic studies are repeated and the 
function and emptying time of the kid- 
ney carefully checked. These patients 
should receive interval dilatations of 
the ureter postoperatively, the intervals 
being prolonged with the symptoms and 
renal findings as a guide. 

Illustrating the efficacy of this method 
is the following case: 


CASE REPORT 


M. Z., a male, aged 27 years, was admitted 
to the Brady Foundation of the New York 
Hospital for the relief of right flank pain 
of one year’s duration, and left flank pain 
of four months’ duration. There were no 
urinary or gastro-intestinal symptoms, and 
urinalysis was negative. Retrograde pyelo- 
grams showed bilateral hydronephrosis, more 
marked on the left side, with considerable 
retention of dye in the 10-minute delayed 
film. 

The right kidney was explored and uretero- 
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pelvic stenosis was found. A Foley Y-plasty 
procedure was done. 

Three weeks later, the left kidney was ex- 
posed by rib-resection technic and an obstruct- 
ing fibromuscular ring was found at the 
ureteropelvic junction. This ring was re- 
moved, a Foley Y-plasty was done, and a 
portion of the distended pelvis was resected. 

The postoperative course was uneventful. 
Both nephrostomy tubes and both splinting 
ureteral catheters were allowed to remain in 
for six weeks. The patient was discharged 
forty-four days after the second operation, 
asymptomatic and with both wounds well 
healed. 

He returned to the Clinie for regular check- 
ups. Retrograde pyelograms taken ten months 
postoperatively showed an excellent result on 
the right side, with minimal hydronephrosis 
and no retention of dye in the 10-minute 
delayed film. The left pyelogram showed 
marked reduction in the hydronephrosis, with 
moderate retention of dye in the 10-minute 
film. At present this patient is receiving 
interval dilatations of both ureters. His urine 
remains negative and he is asymptomatic 
except for occasional slight pain in the left 
flank. 


CONCLUSIONS 


1. The fat-and-ribbon-gut method of 
repairing wounds of the renal cortex has 
been an important addition to our arma- 
mentarium for performing plastic oper- 
ations upon the kidney. 

2. This method permits the removal 
of large pieces of kidney that have been 
damaged by traumatism, but the kidney 
itself will be saved. 

3. A calyx which is necrotic and the 
site of repeated stone formation may 
be removed with impunity by this 
method. 

4. Simple cysts of the kidney, causing 
damage within the capsule, may be ex- 
cised without fear. 

5. Heminephrectomy may be success- 
fully accomplished, and the remaining 
segment of the kidney safely left in, 
by the fat-and-ribbon-gut method of re- 
pairing the line of excision. 
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Fig. 8. (Heminephrectomy in double kidney with aberrant ureter.) Removing upper kidney. 1. Vessels 
have been clamped, divided, and ligated. Upper kidney being separated from lower kidney by sharp 
dissection. The dilated ureter to the upper kidney was then clamped, divided, and ligated. (2, 3, 4) 
Showing fat placed in cut surface of kidney and wound drawn together by ribbon-gut suture. (From 


Lowsley and Conroy.) 
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Fig. 9. Plastic operation for ureteropelvic obstruction (resection of fibromuscular ring at ureteropelvic 

junction; Foley Y-plasty; excision of redundant pelvis). Left kidney. 1. Posterior surface of kidney 

and pelvis has been exposed (twelfth rib resected). The renal pelvis is greatly dilated. An aberrant 

vessel to the lower pole is being divided. 2. Shows anterior surface of kidney. Ureteropelvie junction 
being freed. (From Henline and Menning: J. Urol., 50:1, 1943.) 
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Fig. 10. (Plastic operation for ureteropelvic obstruction; left kidney.) 1. Ureteropelvie junction has been 

freed and appears to be normal. Injecting salt solution into pelvis to determine if it empties. 2. Pelvis 

does not empty. Incising ureter below ureteropelvic junction. 3. A probe passed upward encounters 

obstruction at ureteropelvic junction. 4. Extending incision upward into pelvis. (From Henline and 
Menning.) 
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Fig. 11. (Plastic operation for ureteropelvic 













obstruction.) 1. Exposing obstructing fibromuscular ring at 







ureteropelvic junction. Dotted line indicates anterior arm of Y for plastic operation. 2. Incising pelvis 

, along posterior arm of Y. 3%. Separating serosa from muscularis before removing fibromuscular ring. FP 
4. Dividing pelvis above ring. 4. Resecting ring. 6. Approximating cut edges of pelvis and ureter after an 
removal of obstructing tissue. (From Henline and Menning.) Sp 
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Fig. 12. (Plastic operation for ureteropelvic obstruction.) 71. Shows anastomosis of posterior wall of pelvis 
and ureter with 000 chromic catgut. 2. Drawing nephrostomy tube (No. 24-F. Malecot catheter) and 
splinting ureteral catheter into renal pelvis. 9%. Drawing apex of Y down to ureter. Note splinting 
catheter passed down ureter. 4. Suturing anterior arm of Y in pelvis. (From Henline and Menning.) 
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Fig. 13. (Plastic operation for ureteropelvic obstruction.) 1. Resecting posterior wall of dilated pelvis. 
2, Suturing posterior wall of pelvis with No. 0000 chromic catgut after resection of redundant portion. 
8. Piastie operation completed. Nephropexy done to maintain kidney in position. 4. Shows closure of 
wound, with drains, splinting catheter, and nephrostomy tube emerging. (From Henline and Menning.) 


6. Removal of the obstruction, resec- of hydronephrosis due to obstruction at 
tion of the redundant portion of the the ureteropelvic junction. 
renal pelvis, and plastic repair with 
nephrostomy drainage and_ ureteral 
splinting for at least six weeks after Des opérations plastiques sur la partie 
operation results in relief of most cases — corticale et sur le bassin du rein sont 
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décrites. La technique de la procédure 
de Y-plastique est expliquée, et un cas 
est rapporté démontrant 1’efficacité de la 
méthode. L’auteur avance les conclu- 
sions suivantes: 

1. La méthode ‘‘fat and ribbon-gut”’ 
de réparer les plaies de la partie cor- 
ticale du rein a fait ses preuves et est 
d’une grande utilité dans les opérations 
plastiques sur le rein. 

2. Cette méthode permet l’ablation de 
grands lambeaux de rein traumatisés, 
tout en permettant la conservation du 
rein. 

3. Cette méthode permet l’enlévement 
d’un calice nécrotique et le siége de 
formation répetée de calculs. 

4. Cette méthode permet |’excision de 
kystes rénaux. 

5. L’héminéphrectomie peut étre ac- 
complie avee succés. Le segment du rein 
conservé est suturé a la ligne d’incision 
par le ‘‘fat and ribbon gut method.’’ 

6. Dans les cas d’hydronéphrose due 
a une obstruction localisée ala jonction 
utéro-pelvienne, on enlévera 1|’obstruc- 
tion; on fera la résection de la partie 
redondante du bassin rénal et la répara- 
tion plastique. Un drainage d’au moins 
six semaines par voie néphrostomique 
donnent des résultats satisfaisants. 


SUMARIO 


Las operaciones plasticas de la cor- 
teza y de la pelvis renal son descritas, 
la téenica de la Y-plastica es explicada, 
y un caso relatado por el autor demues- 
tra la eficiencia de este método, con las 
conclusiones siguientes: 

1. El método de ‘‘gordo y cinta- 
intestino’’ (‘‘fat-and-ribbon gut’’), para 
la sutura de heridas de la corteza renal, 
constituye una contribucién importante 
a nuestro armamento para las opera- 
ciones de los rifones. 

2. Este método permite remover 
grandes porciones del rifion que han 
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sido dafiadas por trauma, pero el rifion 
mismo se salva. 

3. Necrosis de un caliz-renal y que 
es el sitio de repetidas formaciones de 
caleulos puede ser extirpado con im- 
punidad por este método. 


4. Cistes sencillos del rifion, que 
danan la parénquima intracapsular, 
pueden ser extirpados sin temor 
ninguno. 


5. La heminefrectomia se efectua con 
todo éxito y el segmento del rifon que 
se deja por el método de ‘‘gordo y cinta- 
intestino’’ que cubre la linea de excisién. 

6. Reseccion de la area de obstruccién 
y de la porcién redundante de la pelvis- 
renal y reparacion plastica con nefrosto- 
mia y drenaje, y descanso al uréter por 
lo menos seis semanas después de 
la operacién resulta en la mayoria 
de casos en alivio de la hidronefrosis 
debida a obstruccién en la juntura 
ureteropelvical. 


BpiBOJbI 


OnucaHbl MiacrHueckve OnepayHu Mo- 
4Ye4HOH KOpbI WH OXaHKH, OO’ACHeHa TeXx- 
HHKa «Y» MwacTHuecKOH Mpowexypbl u 
aH CLy4an, LEMOHCTPHPYIOULHH 9GpekTHB- 
HOCTb 9TOFO cnoco6a. ABTOP MpHXxOAUT K 
CJICHYIOULMM 3aKJIOUCHHAM: 

1. Cnoco6 nounwHKH paH MOY“euHOH KOpBI 
MOCPe€ACTBOM 2KHPOBO-KHIIe4HOH JICHTHI CO- 
3aeT O4eHb BaXKHbIM LOOaBOYHbIN cnoco6 
K HalleMy apMaMeHTapHtO MacTHueCKHXx 
onepalHi MOuKH. 

2. OSTror cnoco6 no3ssBoaseT yadHTb 
OO/bUIHe TPAaBMATH3HPOBaHHble YacTH MOY- 
KH, COXpaHAA B TO Ke BPeEMA CaMy!O MOUKy. 

3. Hexkpo3Haa uaueuka (calyx) H o4ar 
NOBTOPHOrO O6pa3s0BaHHA KaMHA MOFryT 
ObITb yateHbl 6e3 BCAKOTO Bpesa. 

4, TIpoctpie KHCTbI NOUKH, MpH4HHAIO- 
ulHe NOBpexAeHHe NOX OOOMOUKON, MOTyT 
ObITb yLaieHbl 6e3 BCAHKOrO CTpaxa. 

5. TIpHMeHeHHe 2%KHPOBO-KHUICYHOH JeH- 
TbI JIA MOYMHKH JIMHHM Ce4UeHHA TO3BOJA- 
eT yCNelIHO yasIHTb NOJOBHHY MOUKH 6e3 
BCHKOH OMaCHOCTH JIA OCTaIoUleroca cer- 
MeHTA. 

6. BowbuiMHCTBO cJlyuaeB rHApoHedpo- 
3a, IPHYHHEHHALO MpenATCTBHeM Y JOXaH- 
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HO-MOYeCTOYHOPO CJIMAHHA, MOFyT ObITb BHI- 
J€ueHbI CueLyouleH TeEXHHKOH: yasieHHeM 
IIPENATCTBHA, peceKUHel JMUIHeH YaCTH M0- 
yeuHOH JOXAHKH HM MilacTHYeCKOH MOUHH- 
KOM C ApeHaxkeM HeqppoOcToOMHH HM UWIMHHO 
nOLLepxKOH MOYeCTOUHHKA B TeCYCHHH, M0 
KpalHel Mepe, WIeCTH Heeb Nocwe one- 
pallHu. 
BIBLIOGRAPHY 


1. Henline, R. B. and Menning, J. H.: “The Management 
of Hydronephrosis Due to Ureteropelvic Obstruction.” 
Urol. 50:1, 1943. 

2. Lowsley y, O. S.: “Some New Developments in Renal 
Surgery.” Southern M. J. 27:139, 1934. 


JAN. wt EB. 
1945 


CUSHING 


3. Lowsley, O. S.: ‘‘Modern Renal Surgery, with Par- 
ticular Reference to Heminephrectomy.’’ N. Y. State J. Med. 
36:591, 1936. 

4. Lowsley, ©, §&.: 
Gut in Urological Surgery.’ Surg., 
1943. 

5. Lowsley, O. S. and Bishop, C. C.: “A New Method of 
+s ie Kidney Wounds.” Surg., Gynec. & Obst. 57:494, 
933. 


“Ten Years’ Experience with Ribbon 
Gynec. & Obst. 77:91, 


6. Lowsley, O. S. and Curtis, M. S.: “The Surgical 
Aspects of Cystic Disease of the Kidney.’ 3. AS OM. A. 


(To be published.) 
Lowsley, O. S. and Conroy, Frank: “Aberrant Ureter 

and Its Treatment: Report of Case.”” J. Urol. 48:611, 1942. 

8. Lowsley, O. Ss. and Hunt, R. W.: ‘Plastic Operations 
in Urologic Surgery.” Southern M. J. 35:676, 1942. 

9. Lowsley, O. S. and Menning, J. .: “Treatment of 
Rupture of the Kidney.”’ J. Urol. 45:253, 1941. 

10. Yunck, W. P. and Forsythe, W. E., Jr.: ‘‘Calyceal 
Resection: Report of Clinical and Experimental Cases.” J. 
Urol. 46:396, 1941, 


DR. HARVEY CUSHING (1869-1939) 


(Continued from page 19) 


the P. B. B. H. and the Medical School there were 
to list for you. The only example of codperative 
endeavour that I think is outstanding is the pernicious 
anaemia work which of course grew out of Whipple’s 
studies of anaemia and in which George Minot at the 
Huntington Hospital, William P. Murphy here at the 
Brigham, and Edwin J. Cohn of the Department of 
Physiology at the School participated. 

Still, I suppose the work here on brain tumors may 
be considered also to be a ‘‘codperative endeavour’’ 
in which a group of people have been endeavouring to 
cover the neurological, ophthalmological, neuropatho- 
logical, neurophysiological and neurosurgical aspects 
of intracranial tumors with more or less profit. My 
young folks staged a celebration here the other day 
without my foreknowledge on the occasion of an 
operation at which the 2,000th intracranial tumor 
was surgically verified. But this was a private and 
not a public ceremony. 

Then of course Cannon’s studies of the sympathetic 
nervous system together with his pupils represent a 
codperative endeavour though it is not an intet- 
departmental affair. And all said and done, I am 
not so sure that codperative research is the right way 
to get things done. It was tried in the War without 
much success; for after all, everyone works on his 
own lines and these few things I have mentioned 
above, with the exception of Cannon’s work, have 
been purely studies with a practical therapeutic 
point of view, and this is anathema to the medical 
scientist. ... 

I am delighted to know that you are going to be 
at Oak Bluffs again this summer and that I may look 
forward to having a visit with you either there or 
here, or perhaps an exchange visit, something we have 
always planned but never heretofore pulled off. 

I am so pleased to learn that your year’s lectures 
are going to be published and dedicated to Popsy 
[W. H. Welch]. I am sure they will be A+ +-. 

But it doesn’t look to me as though your transfer 
to Baltimore meant that you are in any way easing 
up, and I shall be glad to learn that you have dropped 
your work to rusticate in your summer ‘‘shack’’ as 
you describe it. 

Always affectionately yours, 
HARVEY CUSHING 
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VI 
Boston, June 27, 1931 
Dear Fielding: 

Thanks for your delightful letter about that hur- 
riedly written paper for the Mass. Med. Society. 
I certainly could have done better by the ‘ ‘ripening 
time’’ scene which, as a matter of fact, I got from 
Popsy, he in turn having heard it from someone out 
in California; so I disclaim any responsibility for it. 
But as you say it might have been well to have intro- 
duced it in ways that you suggest; and if I had only 
had you at hand so [ could tap your ventricles, I 
would have done better by it, for you are a walking 
anthology and I am a poor thing in the way of 
quotations. 

Then your No. 2 about Pasteur’s pupils: There 
was a surgeon named La Place who, I think, has 
joined his fathers who always boasted of being Pas- 
teur’s only American pupil, he probably never having 
heard of Sturgis Bigelow. And after all, I merely 
hit at these of the time of 1881 for not having appre- 
ciated what Sturgis Bigelow really represented. Prob- 
ably if you and I had been practising doctors of that 
time, we would not have had any clear perception of 
what was going on. 

As for the things I put in the venerable Dr. 
Holyoke’s mouth, I am not at all sure whether they 
are his ideas or my own; but I was merely trying 
to feel my way as to what he perhaps might have 
thought. I didn’t say that he had an odd dozen of 
children by his second wife, only two of whom sur- 
vived infancy. . . . Your obedient servant, 

HARVEY CUSHING 


Dr. Cushing was a great teacher, 
pioneer and medical leader. His ability 
and attainments were recognized by the 
profession the world over, and numerous 
honors and distinctions were crowded 
upon him. He holds a notable place in 
the history of medicine among the 
pioneers in neurosurgery. His character 
and accomplishments inspired respect, 
admiration and esteem. 
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Vaginal Hysterectomy: Indications and Advantages * 


LEONARD AVERETT, M.D., F.A.CS., F.1.C.S.** 
PHILADELPHIA, PENNSYLVANIA 


HEN it is necessary or advis- 

able to remove the uterus, 

three operations are available: 
(1) complete vaginal hysterectomy; 
(2) complete abdominal hysterectomy ; 
(3) supra-vaginal hysterectomy. In this 
age of advanced surgical technics it can 
be said, without fear of serious criticism, 
that complete hysterectomy, by either 
the vaginal or abdominal approach, 
should always be the operation of choice. 
Supra-vaginal hysterectomy may _ be- 
come an operation of necessity, but 
never of choice. Inability to do the com- 
plete operation should never be a con- 
sideration. Complete mastery of a 
technic for the ‘total removal of the 
uterus by both the vaginal and abdomi- 
nal route is the minimum standard of 
operative skill that every gynecologist 
should exact of himself. Certainly an 
operator who resorts entirely to the 
supra-vaginal operation is not a com- 
petent gyneciec surgeon. An analogous 
situation exists in obstetric surgery. 
Occasionally it may be necessary to do 
the antiquated classical cesarean sec- 
tion; but surely the low cervical, pref- 
erably with the transverse incision of 
the cervix, should be the operation of 
choice in all clean cases. 

It should not be necessary to dwell 
at length on the matter of superiority 
of complete over incomplete hysterec- 
tomy. That question is decisively and 
definitely settled. The danger of cancer 

* Presented at the Ninth National Assembly held 
in Philadelphia Pa., Oct. 3-5, 1944. 

of St. 


** From the Gynecology Departments 
Joseph’s and Northern Liberties Hospitals. 


developing in the cervical stump, the 
infected cervix acting as a site for focal 
infections and being the cause for per- 
sistent leucorrhoea and also being the 
‘ause of much postoperative disability, 
demands that a hysterectomy should be 
complete wherever possible. In years 
gone by when fear of stump cancer was 
the only argument advanced by the pro- 
ponents of complete hysterectomy and 
the abdominal route the only method 
considered, an apparently valid posi- 
tion was held by the advocates of the 
incomplete operation. They held that 
the incidence of stump cancer did not 
compensate for the increased operative 
mortality of the complete abdominal 
operation over the supra-vaginal hys- 
terectomy. That position is no longer 
ralid as it is the experience of most 
competent surgeons that in comparable 
cases the complete operation, while ad- 
mittedly slightly more difficult, has a 
lower mortality and morbidity rate and 
presents fewer postoperative complica- 
tions than supra-vaginal hysterectomy. 

As this thesis deals with vaginal hys- 
terectomy, we will not enter in detail 
into the argument as to the relative 
safety of the complete and incomplete 
abdominal hysterectomy. Suffice to re- 
port briefly the experiences of a few 
competent observers. Joseph V. Meigs? 
reviewing stump cancer said, ‘‘I feel 
sure that from now on, whenever pos- 
sible, I will do a total hysterectomy.”’ 
George Gray Ward,? ‘‘I believe the 
entire uterus should be removed pro- 
viding it will not be a matter of undue 
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VAGINAL 
risk to the patient.’’ N. Sproat Heaney,’ 
‘*A trained gynecologist should be able 
to do a complete abdominal or vaginal 
hysterectomy with as much ease and 
familiarity as a supra-vaginal hyster- 
ectomy.’? James R. Goodall* called 
attention to the greater frequency of 
postoperative complications and higher 
morbidity in the supra-vaginal hyster- 
ectomy over the complete operation. He 
has changed from the incomplete to the 
complete operation without any regrets. 
KNdward H. Richardson ® stated, ‘‘Con- 
cerning the controversy of total versus 
sub-total abdominal hysterectomy, I do 
not see why there should be any differ- 
ence of opinion of the desirability of 
removing every diseased cervix.’’ Bald- 
win advises panhysterectomy always, 
since he believes the cervix is useless. 
Gellhorn® advised routine complete 
hysterectomy. Smith* and Danforth ® 
found a lower mortality and morbidity 
rate in the complete operation. KE. 
VonGraff,? in a study of the incidence 
of stump cancer, favored the complete 
hysterectomy. Counsellor’ favored 
total hysterectomy. Pease performed 
sub-total hysterectomy only when the 
complications were so extensive that the 
complete operation could not be done 
with safety. Many other authorities 
could be quoted endorsing the complete 
operation; but of course one will find 
surgeons who oppose the operation as a 
matter of,choice. In the main their ob- 
jections are that it is a more difficult and 
time consuming operation, that injury to 
the bladder and ureters is more frequent 
and that the incidence of stump cancer 
is overemphasized. These objections 
are not valid. Not only is the mortality, 
in the hands of competent surgeons, 
less in the complete abdominal over the 
incomplete operation, but the operative 
and postoperative complications are 
greatly reduced. These fortunate re- 
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sults are due to the fact that the 
infected or potentially infected cervix 
is removed in complete hysterectomy. 
The real crux of the question of com- 
plete versus incomplete operation is the 
danger of stump cancer. It is impos- 
sible to chart from personal experience 
or available statistics the exact incidence 
of stump cancer. Joseph V. Meigs 
reported three cases of stump cancer 
in patients upon whom he did a supra- 
vaginal hysterectomy. In addition he 
stated that in a series of 1200 cases of 
‘ancer of the cervix seen at Pondville 
Hospital he found 100 cancers of the 
cervical stump. He made the very im- 
portant observation that about 10 per 
cent of the cervical cancers occurred 
in nulliparas. George Gray Ward ™ 
stated ‘‘that in his clinics at Women’s 
Hospital, New York, in 1940 we found 
7 per cent (6.9) of 879 cases of cervical 
cancer had cancer of the stump.’’ He 
also had nulliparas among that number. 
Curtis F. Burnham™ reported that 
Howard Jones of the Kelly Clinic had 
recently reviewed 700 consecutive cases 
of carcinoma of the cervix. Among the 
number were 51 cases of carcinoma of 
the stump, or 7 per cent. These reports 
show a high incidence of stump cancer, 
perhaps too high. In a study just com- 
pleted at Johns Hopkins Hospital Clinic, 
Krle Henrikson found among 940 cases 
of cancer of the cervix an incidence of 
stump cancer of 2.3 per cent and that 
in similar statistical reports the inci- 
dence of stump cancer ran as high as 
4 per cent. Healy and Aronson" at 
Memorial Hospital studied 1000 cases 
of cancer of the cervix and found only 
2 per cent of their cases were bona fide 
cancers of the stump. Many other 
reports could be quoted, showing the 
incidence of stump cancer to vary sta- 
tistically anywhere from 2 to 7 per cent 
with the average at about 4 per cent. 
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Statistics available on this question 
are not of too much value as too many 
varying factors are present. Personal 
experience varies. Meigs observed one 
hundred cases of stump cancer, while 
Healy with a very large personal experi- 
ence observed only about twenty cases. 
Then again many of the reported cases 
undoubtedly had unrecognized cancer of 
the cervix at the time of the hysterec- 
tomy and therefore were not true cases 
of stump cancer. It is important to note, 
however, that if in these cases the entire 
uterus had been removed, the early 
cancer of the cervix would have likely 
been cured in most of the cases. It is 
not the statistical frequency of stump 
cancer that should determine this ques- 
tion. What practical difference does it 
make whether statistics show an inci- 
dence of 2 or 7 per cent? The things 
to remember are, first, that the cervix 
is one of the most frequent sites of 
cancer in the body, that in spite of 
advanced knowledge as to treatment, 
either by radiation or extensive opera- 
tion, it is still one of the most frequent 
‘auses of death in women past 45 years, 
and, secondly, that we do not have at 
our disposal any measure that will 
prevent cancer short of removing the 
uterus. 

Many reports have been published in 
the past extolling cauterization, coniza- 
tion and other methods of healing ulcers 
or destroying them as a prophylactic 
against cancer. The teaching that ulcer- 
ation of the cervix is a precancerous 
lesion is just as valid as the old idea 
that ulceration of the stomach was pre- 
sancerous. Gastro-enterologists have 
long discarded that fallacy and we no 
longer see resection of the ulcer bear- 
ing area of the stomach simply, to 
prevent the development of cancer. The 
only safe cervix is one that is outside 
the body and as we cannot tell what 
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cervix will or will not develop cancer, 
that statement holds for healthy as well 
as diseased cervices. 

Meigs in his 1200 eases stated that 
10 per cent, or 120 cases, were in nul- 
liparas and it is a common experience 
of all gynecologists to observe cancer 
in nulliparas and even virgins. While 
most cancers of the cervix develop in 
multiparas, we are certain that when 
the relative number of multiparas and 
nulliparas living at the same age are 
studied, the incidence would be about 
the same for both groups. Of course in 
virgin nulliparas it is impossible to say 
what was the condition of the cervix, as 
no examination was likely to have been 
made until the cancer developed; but it 
is again likely that the cervix was not 
diseased as in multiparas. Walter Schil- 
ler has shown that when cancer of the 
cervix develops in an ulcerated cervix it 
does not develop in the uleer, but in 
healthy mucous membrane adjacent to 
the ulceration. Ward holds that cauteri- 
zation or conization of the cervical canal 
is no safeguard against cancer, as 80 per 
cent of cancers develop in the portio 
vaginalis. Waters evidently is of the 
same opinion, as he not only cones out 
the cervix, but removes the portio vagi- 
nalis with the cutting current, using a 
wire loop. N. Sproat Heaney, in doing 
a supravaginal hysterectomy, leaves 
the cervix alone, as he holds that to 
cauterize or cone only invites disaster 
or morbidity. This is our experience 
and practice. 

It is our practice to always do a com- 


_ plete hysterectomy either by the abdomi- 


ao 


nal or vaginal route except in those 
cases where complications are so ex- 
tensive or serious as to preclude the 
operation. In previous papers” we 
have set forth the advantage of vaginal 
hysterectomy over complete abdominal 
hysterectomy. This report is based on 
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an experience of 2427 vaginal hysteree- 
tomies with six deaths, a mortality of 
0.24, or % of 1 per cent. N. Sproat 
Heaney ' recently reported 1056 vaginal 
hysterectomies under ethylene’ with 
three deaths, a mortality of approxi- 
mately 144 of 1 per cent, the same as 
ours. Babcock had a series of 300 cases 
with a zero mortality. Danforth” re- 
ports 266 cases with a zero mortality. 
Kennedy in 2000 vaginal hysterectomies 
(clamp method) had a mortality of 0.02 
per cent. Ilere is an experience of 6000 
vaginal hysterectomies for a variety of 
indications by five scattered operators, 
using different technics, with a maxi- 
mum mortality of 44 of 1 per cent. We 
doubt if there is another major surgical 
procedure that offers as great a margin 
of safety. Danforth’s’® morbidity in 
his 266 cases, based on the standards 
of the American College of Surgeons, 
was 9.02 per cent, a truly remarkable 
record, bui in keeping with the experi- 
ence of all vaginal surgeons. 

With evidence of such a low mortality 
and morbidity rate we always elect to 
do a vaginal hysterectomy within its 
limitations wherever a hysterectomy is 
indicated. This favorable mortality and 
morbidity rate widens the scope of the 
operation so that we, in our clinic, 
operate for conditions which would 
not justify the abdominal approach. In 
addition to the safety of the procedure 
there are other factors that make the 
operation the more desirable method of 
approach. The absence of an abdominal 
incision with the resulting sear is a great 
advantage, not only from a cosmetic 
viewpoint; but in a broader sense this 
advantage is of paramount importance. 
Incisional hernia does not occur and 
complications, such as adhesions of 
omentum and intestines to the scar, 
infections and separation of the incision, 
are eliminated. Because of fewer im- 
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mediate and late complications, conva- 
lescence is smooth and return to health 
is rapid. The absence of an incision 
makes limitation or prohibition of nor- 
mal activities unnecessary and_ the 
woman can dress as she pleases. Owing 
to its safety, the absence of shock, its 
low morbidity and rapid convalescence, 
vaginal hysterectomy is the operation 
of choice in the aged and in those who 
for any reason are regarded as sub- 
standard surgical risks. 

As the result of a long and satisfac- 
tory experience we use spinal anesthesia 
almost routinely, but rectal avertin or 
local anesthesia with sedation can be 
successfully used. As there is no need 
for extreme relaxation and as the opera- 
tions are less time consuming, there is 
a wider field for the selection of an 
anesthetic and the amount required is 
less, this materially lessening the anes- 
thesia risk. 

When it is necessary to combine a 
vaginal plastic operation with removal 
of the uterus, vaginal approach to the 
problem offers many advantages over 
the usual plastic and section procedure. 
There is no reason to complicate a 
single and rational approach to a pelvic 
surgical problem by an added opera- 
tion. The time consumed in changing 
over from a plastic to an abdominal 
operation with the closing of the incision 
adds 30 to 45 minutes to the operation 
time. In addition to the added time, 
there is the resulting confusion, which 
may cause a break in the technic and 
thus endanger the patient. When the 
vaginal approach alone is used, the 
operation moves smoothly and rapidly 
to its conclusion without changing the 
position of the patient or operator and 
without the confusion of redraping the 
patient. In using the vaginal approach 
it is never necessary to do a two-stage 
operation regardless of the age or con- 
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dition of the patient. If she can tolerate 
either the plastic or vaginal section, she 
can bear both procedures. 

The operation is more economical 
both for the patient and hospital. The 
institutional saving is considerable in 
bed days and supplies. The patient 
benefits in hospital costs by lessening 
convalescent period. There is no need 
for special nursing care and no neces- 
sity for special medication and expen- 
sive abdominal supports or a particular 
type of corset. 
and complete, and the need for addi- 
tional help in the home is of short dura- 
tion. The foregoing, together with these 
economic factors, constitute some of the 
advantages of the vaginal over the 
abdominal hysterectomy. 

At the expense of repetition let us 
emphasize the statement that there 
is no known satisfactory prophylaxis 
against the development of cancer of 
the cervix or body of the uterus short 
of complete hysterectomy. While radium 
cures cancer, there is no reason to be- 
lieve that its application for benign 
lesions protects the uterus from the 
later development of a malignancy. Cer- 
tainly an unbiased study of the question 
shows that all efforts to reduce the inci- 
dence of cervical cancer by attempting 
various methods to restore the ulcerated 
and infected cervix to a normal condi- 
tion have resulted in failure. We do not 


wish to be misunderstood as advocating 


wholesale removal of the uterus as a 
prophylaxis against cancer. What we 
do approve of is this: After a woman 
has reached an age when the uterus is 
no longer a useful organ or when the 
cervix is so badly diseased as to require 
high amputation, deep and _ repeated 
cauterizations, or extensive conization, 
she would be better served by a vaginal 
hysterectomy. As has been shown, the 
risk of the operation is practically nil 


Convalescence is rapid. 
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and the morbidity is certainly less than 
in any of the outlined substitute treat- 
ments of the cervix. If we had to choose 
between an extensive amputation of the 
cervix and vaginal hysterectomy, we 
would rather perform the latter. It is 
a much more satisfactory procedure and 
technically much less difficult operation 
to perform. 

The indications for the operations 
were as recorded in Table I. Our experi- 
ence as to indications and_ results 
parallels very closely that of Heaney 
and Danforth. Our enthusiasm for vagi- 
nal hysterectomy has not blinded us to 
its limitations and contraindications. 
As a matter of fact, surgical judgment 
based on a large and varied experience 
has taught us that neither vaginal nor 
abdominal section has universal appli- 
cations. All of our patients are routinely 
prepared for both the abdominal and 
vaginal approach, and often the decision 
as to method is not made until the final 
examination while the patient is. under 
the anesthetic. Having decided on the 
vaginal operation, we have been fortu- 
nate enough in our series of cases to 
complete the operation by that route. 

While all our cases have been care- 
fully selected, a study of Tables I and IT 
will disclose that in no sense have they 
been hand-picked, but that we have been 
able to use the operation for the correc- 
tion of many varied pelvic lesions. As 
one’s experience grows, the scope of 
indications for the operation expands. 
We are decidedly against making vagi- 
nal section a ‘‘bag of tricks’’ and 


_exploiting the legerdemain of the sur- 


geon rather than his matured judgment. 

Some special indications and its ad- 
vantages will now be considered. As in 
our previous communications, fibroid 
tumors of the uterus still remain the 
most frequent indication for the opera- 
tion, 1627 in this series. There was an 
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era in the treatment of fibroid tumors 
when x-ray and later radium entered 
into serious competition with surgery. 
That era is now past. Today there is 
but one treatment for these neoplasma 
—surgery. Practically all sub-standard 
risks can be made safely operable by 
modern methods. We will not discuss 
again the relative merits of complete 
and incomplete hysterectomy in the 
treatment of these tumors. We hold that 
the weight of evidence is overwhelm- 
ingly in favor of the complete operation, 
that the incomplete operation should 
never be the operation of choice or used 
routinely. To assume any other posi- 
tion would be a step backwards in sur- 
gical progress. 

We hold that within certain narrow 
limitations as to size of growth and 
inflammatory complications, vaginal 
hysterectomy is the operation of choice 
in most of these growths. Uncompli- 
‘ated tumors of the size of a four-month 
pregnancy can be safely and readily 
removed by vaginal hysterectomy. In 
arbitrarily placing the size of the tumor 
at four months, it must not be under- 
stood that the size of the tumor alone 
offers any serious impediment to the 
skilled vaginal operator. Much larger 
tumors can be removed safely and blood- 
lessly by morcellation. We have re- 
moved 1627 tumors, varying in size from 
an orange to a five-month pregnancy, 
by the vaginal route with four deaths. 
It will be noted that 171 of these cases 
were associated with such complications 
as chocolate cysts, ovarian tumors, tubo- 
ovarian disease and adhesions. 

The next most frequent indication for 
vaginal hysterectomy in our series was 
prolapse of the uterus associated with 
vaginal prolapse. We have lived through 
an age in the treatment of prolapse, 
beginning with abdominal or vaginal 
fixation of the uterus associated with 
vaginal plastics; Goffe operation; Alex- 
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androff operation; the Watkins inter- 
position; Fothergill, ete. The Watkins 
interposition operation was one of the 
great advances in gynecie surgery of 
this century and for a time seemed to 
be the answer to a problem that had baf- 
fled surgeons for generations. It cured 
the prolapse of the uterus and the associ- 
ated cystocele in the majority of cases; 
but with its universal acceptance, experi- 
ence showed too many failures and many 
serious postoperative complications. It 
was not to be performed in the child- 
bearing woman unless she was sterilized, 
on accouunt of the serious birth com- 
plications resulting from it. As was to 
be expected, many patients developed 
‘rancer of the uterus and the treatment 
of the cancer either by radium or hys- 
terectomy was made more difficult. 
Mayo, Heaney and Goffe, among others, 
realized that the uterus was not neces- 
sary to the success of the operation. 
Mayo and Heaney removed the uterus 
and transplanted the united broad liga- 
ments between the bladder and vagina. 
Goffe previously in his No. 2 operation 
removed the uterus, united the broad 
ligaments and suspended the bladder on 
the anterior face of the united broad 
ligaments. Some surgeons are now 
returning to a modified Goffe technic. 
We have been performing two types 
of operations in which the results are 
so near perfect that in our clinic we rely 
entirely on the Fothergill in the precli- 
materic cases or where it is advisable to 
preserve fecundity or menstruation. We 
use the Mayo-Heaney technic in all other 
vases, except occasionally we do a Le 
Fort in the aged or in those cases where 
an ill-advised and poorly executed com- 
plete abdominal hysterectomy had been 
performed. We have performed vaginal 
hysterectomy with interposition of the 
united broad ligaments with satisfactory 
results in 376 cases with two deaths. 
The third most frequent indication 
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for the operation was hyperplastic or 
fibrotic uteri with excessive bleeding in 
or about the menopause. In these cases 
we formerly used radium and at times 
x-ray; but we now have discarded radia- 
tion treatment and resort entirely to 
vaginal hysterectomy. We have rejected 
radiation therapy for the following rea- 
sons: (1) We were never able to treat, 
satisfactorily, menopausal symptoms 
caused by irradiation. (2) Radium gives 
no protection against the subsequent 
development of cancer of the uterus. 
(3) Irradiation in a small percentage of 
cases produces pathology in tissues and 
organs adjacent to the uterus. In our 
experience the normal menopause is 
seldom a major problem; but when the 
menopause is brought on suddenly, 
either by surgery or irradiation, it fre- 
quently is a major problem defying any 
form of hormonal therapy. In the pre- 
climateric cases the ovaries are left 
when the uterus: is removed and the 
patient can enter an accelerated, but 
normal, menopause. ; 

Many surgeons have reported cases 
of carcinoma of the uterus, particularly 
of the fundus, subsequent to the applica- 
tion of radium in the treatment of 
benign lesions of the uterus. Some have 
even raised the question as to the possi- 
bility of the radium: being the cause of 
the cancer. This is too complicated a 


problem to discuss in a thesis of this, 


character. Lewis C. Sheffey has recently 
published a masterly study of this prob- 
lem and his paper, together with the 
discussion by leading members of the 


‘profession, can be found in T'ransactions 


of the American Gynecological Society, 
1942, page 288. We have never experi- 
enced the extensive rectal, intestinal and 
bladder injuries reported by Aldrich’® 
following the treatment of cancer of the 
uterus with radium, from the much 
smaller dosage used in treatment of 
benign lesions of the uterus. We, how- 
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ever, have frequently experienced an 
unrecognized latent infection of the 
pelvis stimulated into activity. We also 
have noted severe irritation of the 
rectum and not infrequently low grade 
ulceration of the bladder. We did vagi- 
nal hysterectomy in 322 cases with no 
deaths. By vaginal hysterectomy we 
have not endangered our patients, have 
avoided unpleasant sequelae and pro- 
tected them against the possible develop- 
ment of cancer. 

The fourth most frequent indication 
for the opertaion was extensively lacer- 
ated, ulcerated and infected cervices. 
These were the type of cases where we 
formerly did a high amputation by the 
Sturmdorff or Kocher technic, or where 
we did an extensive conization with the 
Bovie current by the Hyams technic, 
or treated conservatively by repeated 
cauterization. We had sixty-three pa- 
tients in this category with no fatalities 
and with much less morbidity than with 
former conservative measures. As pre- 
viously stated, amputuation, conization 
and cauterization of the cervix do not 
prevent cancer. ‘'l'o those who believe 
that diseased cervices predispose to can- 
cer there can be no valid objection to 
the total removal of the uterus. It is 
our experience that it is much simpler 
to do a vaginal hysterectomy than a high 
amputation of the cervix. 

In the time allotted this discussion 
one cannot do justice to an adequate 
consideration of the place of vaginal 
hysterectomy in the treatment of cancer 
of the cervix. Those familiar with the 


- Vienna School and the work of Schauta 


know it has an important though con- 
troversial place. It will be noted that 
we had nine cases of cancer of the cervix 
associated with uterine prolapse. These 
were very early involvements and were 
only diagnosed by the routine pathologic 
studies to which all tissue is submitted 
when removed. In the definite cancers 
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of the cervix it is our practice to rely 
entirely on irradiation treatment. 

The treatment of choice for cancer of 
the body of the uterus has not as yet 
been determined by us. We are keenly 
aware of the treatment by large doses 
of radium, but we are not ready to dis- 
‘ard total hysterectomy. In our series, 
twenty-two uteri were removed by the 
vaginal route. The frequent and serious 
injury to the rectum, bladder and 
intestines after large doses of radium 
in the treatment of fundus carcinoma 
is a deterrent to its universal use. 

There is one misunderstanding about 
vaginal hysterectomy that needs clari- 
fication. It is frequently stated that the 
operation is only applicable to multip- 
aras and in patients where the cervix 
is at, or can be brought down by traction 
to the vulvo-vaginal orifice. This view 
is based on a misconception of the 
anatomy of the pelvis and a lack of 
knowledge of the technics of the opera- 
tion. In our series, eighty-six were nul- 
liparas and twenty-six were virgins. In 
how many the cervix was at its normal 
height we did not record, as that factor 
never entered into our decision to do 
the operation. In normal adult virgins 
and nulliparas the vagina is a capacious 
and dilatable organ. In virgins it has 
been necessary in some cases to cut the 
hymen and do an episiotomy, and it also 
has been necessary to do the latter 
operation in a few cases when a previous 
perineal repair has been performed. We 
have never resorted to a Schuchart inci- 
sion to gain room. We feel that opera- 
tion should never be done, except for 
a Schauta operation, and if the surgeon 
deems it necessary he had better employ 
the abdominal approach. No matter how 
high the cervix is situated, it comes 
immediately into the field of operation 
as soon as the utero-sacral and cardinal 
ligaments are ligated and severed. 

In our technic, we employ certain 
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steps to facilitate the removal of the 
uterus by the vaginal route in all types 
of cases. As soon as the cul-de-saes 
are opened, we control bleeding by 
uniting the peritoneum to the vaginal 
mucosa and from this step to its con- 
clusion, the operation is practically 
bloodless. We do not use clamps in any 
stage of the operation. Clamped tissues 
are likely to slough, and clamps take up 
room and are always in the way. We 
do not antevert or retrovert the body 
of the uterus into the vagina. To do so 
crowds the field of operation and what 
is more important, such a procedure 
carries the infected cervix up into the 
pelvic cavity. We ligate and cut the 


utero-sacral, cardinal ligaments and 
uterine arteries on both sides. This 


enables us to bring the cervix down to 
or through the vulvo-vaginal orifice. 
The round ligament, tube and ovary on 
one or the other side of the uterus are 
ligated and cut. When one side of the 
uterus is freed, it is rotated laterally and 
the tube, ovary and round ligament of 
the opposite side is ligated and cut and 
the uterus delivered, the cervix first and 
the fundus last. 

We have presented this and previous 
reports in the hope that they will stimu- 
late greater interest and more general 
employment of vaginal hysterectomy. 


SUMMARY 


Complete vaginal hysterectomy is rec- 
ommended as the operation of choice in 
removal of the uterus, the danger to be 
feared from incomplete operation being 
stump cancer. In a series of 2427 vagi- 
nal hysterectomies, six cases of mor- 
tality occurred, a percentage of 14 of 1 
per cent. Case reports of these six 
instances are presented. 

The operation was generally per- 
formed under spinal anesthesia, al- 
though rectal avertin and __ local 
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anesthesia with sedation were success- 
fully used. One of the many advantages 
of this method is a lessened convalescent 
period. Indications for the operation 
are fibroid tumors of the uterus, pro- 
lapse of the uterus associated with 
vaginal prolapse, hyperplastic or fibrotic 
uteri with excessive bleeding in or about 
the menopause or extensively lacerated, 
ulcerated and infected cervices. The 
operation was successfully performed 
on 86 nulliparas and 26 virgins. 


TABLE I 











INDICATIONS 
Fibromyoma of the uterus.......... 1456 
Fibromyoma of the uterus fixed to 
anterior abdominal wall by previous 
eT rere 20 
Fibromyoma of the uterus and bilat- 
eral chocolate cysts of ovaries...... 12 
Fibromyoma of the uterus and ovarian 
a Dee Ce, ee rr eee 76 


Fibromyoma of the uterus and chronic 
bilateral tubo-ovarian disease...... 63 

Hyperplastie or fibrotic uteri with ex- 
cessive bleeding in or about the 


6h Sa ba ee 4s HAS RRO OR 322 
Pramas OF GO0PWS. 5.0.50 665500555 359 
Prolapse of uterus with carcinoma of 

Ee eee ae ere es eee 9 
Prolapse of uterus after an interposi- 

Se INS oe cr KVNE Ke xdv ars 8 
Badly lacerated diseased cervix in or 

about the menopause.............. 63 
Adenomyoma of the uterus......... ‘ 8, 
Chorionepithelioma of the uterus..... 1 
Carcinoma of body of uterus......... 22 

2427 








CASE REPORT 


Case I. Patient operated on for fibro- 
myoma size of a three-month pregnant uterus, 
causing menorrhagia and metrorrhagia. She 
also complained of urinary incontinence, due 
to a urethrocele which was repaired at the 
Same time. Convaléscence was uneventful 
until the fifth day when nausea, vomiting 
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and abdominal distention developed. ‘Tem- 
perature rose to 103.2 F., pulse 120, peristalsis 
was sluggish. A high compound enema and 
an ampule of Pitressin relieved the disten- 
tion. Saline and glucose were given intra- 
venously ; this was followed by a violent chill, 
temperature rose to 105.4 F., pulse became 
imperceptible. A medical consultant was 
called and in spite of heroic cardiac and 
vasomotor stimulation, patient continued to 
fail and died the same day. It was coneluded 
that she died from anaphylactic shock. Upon 
examination, the intravenous apparatus was 
found to be contaminated, numerous old blood 
clots were found in the tubing. 


Case II. Patient suffering from essen- 
tial hypertension was operated on for mul- 


TABLE II 





ADDITIONAL OPERATIVE PROCEDURES 








Removal of one or both tubes........ 268 
Removal of one or both ovaries....... 279 
Plastic operation on urethra for incon- 
ts haa wp ewad eae enone 116 
Posterior colpoperineorrhaphy ....... 1246 
Repair of complete perineal tear..... 7 
Preliminary episiotomy ............. 94 
Removal of Bartholin eyst........... 11 
Repair of inguinal hernia........... 18 
Repair of umbilical hernia.......... 12 
Be eee re Te 18 








tiple fibromyoma and large rectocele. The 
urine was normal before operation. After 
operation the patient suffered complete uri- 
nary suppression. Taking into consideration 
the possibility of having ligated both ureters, 
a cystoscopic was performed twenty-four 
hours after operation and No. 5 catheters 
passed up both ureters to pelvis of kidneys, 


‘but not a drop of urine was obtained. Blood 


transfusion and everything possible to stimu- 
late urinary excretion were undertaken with- 
out success. On the third day, she became 
comatose, later on developed a consolidation 
at the base of. the left lung and died on the 
ninth day. 


Case III. Patient operated on for a mul- 
tiple fibromyoma, the size of a four-month 
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pregnant uterus, requiring morcellation. Her 
recovery was uneventful. Temperature 
reached normal on the third day and _ re- 
mained so. She was permitted out of bed 
on the tenth day and was taken suddenly 
with severe pain in the chest, dyspnea and 
cyanosis. She was immediately returned to 
bed and died. Upon autopsy a pulmonary 
embolus was found. 


Case IV. Patient operated on for fibro- 
myoma and left ovarian cyst. Convales- 
cence was uneventful. Patient was dressed 
to go home on the twelfth day, went to the 
lavatory, collapsed and died before any medi- 
eal aid could reach her. Upon autopsy a 
massive pulmonary embolus was found. 


Case V. Patient operated on for uter- 
ine prolapse, urethrocele, cystocele and high 
rectocele. At operation there was encountered 
bilateral endometriosis of both ovaries, which 
were densely adherent to rectum, sigmoid and 
pelvie structures. The tubes and ovaries were 
removed with uterus. Her convalescence was 
stormy from the very beginning. On the third 
day, she began to show signs of peritonitis, 
which became progressively worse and she 
died on the fifth day. 


Case VI. Patient operated on for com- 
plete procidentia and large rectocele. On 
the fourth day, the temperature and pulse 
became elevated. She complained of severe 
pain in the perineum, which upon examina- 
tion was found badly infected and suppurat- 
ing. The patient could not void and was 
catheterized at regular intervals. She began 
to complain of severe pain in her bladder, the 
urine became purulent and upon examination 
mixed organisms were found. In spite of 
intravenous sodium sulfathiazole, blood trans- 
fusions and bladder and vaginal irrigations, 
the temperature became more septic, casts 
appeared in the urine, urine output dimin- 
ished and she died on the ninth day. 


RESUME 


L’opération de choix pour 1|’ablation 
de |’utérus est l’hystérectomie vaginale 
compléte. Les opérations incomplétes 
entrainent le danger d’un cancer du 
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moignon. Dans une série de 2427 hys- 
térectomies vaginales, il y eut six décés, 
une mortalité de 14 d’un pour cent. Ces 
six cas sont rapportés en détail. 

Les opérations en général furent 
faites sous anesthésie rachidienne; dans 
quelques cas, on eut recours a l’avértine 
par voie rectale aidé d’anésthesie locale. 
Cette méthode abrége la durée de la 
convalescence. L’opération est indiquée 
dans les cas de fibromes de l’utérus, de 
prolapsus de l’utérus compliqué, de pro- 
lapse du vagin; dans les cas d’utérus 
hyperplastiques et fibrotiques accom- 
pagnés d’hémorrhagie excessive ou 
proches de ou pendant la ménopause, 
dans les cas d’ulcération et d’infection 
du col de l’utérus. On opéra avee succés 
86 nullipares et 26 viérges. 


SUMARIO 

Kl autor recomienda la histerectomia 
vaginal total, como la operacién de 
eleccién para la extirpacién, el tnico 
peligro que debe ser precavido es cancer 
del munén. En una serie de 2427 casos 
de histerectomia vaginal, 6 casos de 
mortalidad ocurrieron, esto es 44 de 
1 por ciento. Los seis casos de mor- 
talidad son relatados por el autor. 

La operacion fue, generalmente, ejecu- 
tada con la anestesia-raquidea, atin 
cuando la anestesia-rectal-avertin, la 
anestesia local y sedativos fueron em- 
pleados con éxito. 

Kste método tiene la ventaja de 
acortar el periodo de convalecencia. 
Indicaciones para la operacién son 
tumores fibroides del utero, prolapso- 
uterino, asociado con prolapso de las 
paredes vaginales, hiperplasia o fibrode- 
uterino con hemorragia excesiva durante 
0 en proximidad de la menopausia y 
laceraciones extensivas, ulceraciones e 
infecciones del cuello uterino. La opera- 
cion fue ejecutado con éxito en 86 
multiparas y en 26 virgenes. 
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BpIBOLbI 


IIpH vaeeHHH MaTKH peKOMeH]yeTCcA TO- 
TaJibHaA BJlarawMulHad HCTep3IKTOMHA, TaK 
KaK IPH 4YaCTHYHOM yJlaJieHHM BCerfa Cy- 
U@CTBYe€T BO3MO2%KHOCTb paka welhku. M13 
2427 culy4aeB BlaraIHUHOH HCTepIKTOMHU 
ObIIO WeCcTh cuyy4aeB, T.e. 0.25%, CMepTHO- 
ctu. J[aHbI HCTOpHH OoOe3HH YTHX WeCTH 
CAVUACB. 

OnepaluHa Obia OObIKHOBeHHO IIpOH3Be- 
eHa MpH CIHHaIbHOH aH3CTe3HH, XOTHA 
NIpAMOKHUWeuHaA UHPWAIbTpalWA aBepTH- 
HOM COBMeCTHO C MeCTHOH aH3cTe3sHen HU 
OOULMMU YCNOKaHBaTeJbHbIMH CpeACTBaMH 
TakxKe Oblia ycneluwHO MmpHMeHeHa. OHHM 
IIPCHMYLIECTBOM 3TOH MeTObI ABIAeTCA 
coKpallleHHe NepHoya BbIsLOpoBeHHaA. Tlo- 
Ka3aHHAMH Ha OllepallHiO ABIAIOTCH: ()HO- 
pOMa MaTKH, IIpOvlalc MaTKH H BJlaraJHuila, 
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runepluiacTHueckand HIM (pHOpoO3HaA MaTKa 
IIpH 4epe3MePpHOM KPOBOTeYeHHH BO BpeMA 
KIHMAaKTepHH H 3HaY4HTeJIbHbIe Pa3pbIBbI, 
ASBbI MH 3apaxKenHve wWeikH. Onepauna Opia 
ycileluHO Mpou3sBezeHa Ha 86 HyJMMapHbix 
HW 26 JeBCTBCHHbIX Mal\HeHTOK. 
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What manner of man was this who 
basked in the light of medical eminence 
during most of the first half of the 
nineteenth century? Small, slight in 
stature, he had keen grey eyes and a 
mobile and sensitive mouth. His move- 
ments were vigorous and brusque, his 
manner, abrupt. True kindness and 
sympathy were his in full measure, as 
may be seen in the lines he penned to 
an almost unknown student: ‘‘I hear 
you are ill... . No one will take better 
care of you than [; come to my country 
house till you are well.’’ And the stu- - 
dent spent almost two months with him. 
Aided all his life by influential friends 
and family connections, Brodie had dig- 
nity, grace and tactful self-effacement, 
which went far toward making him the 
acknowledged Nestor of the medical pro- 
fession in London for 30 years. 

Brodie was far from confining his 
interests to his own profession. First 
of all, he loved noble literature. He 
was a student of physiology and the 
experimental investigation connected 





with it. He protested against the im- 
portation of religion into scientific ques- 
tions. Although pointing out difficulties 
in Darwin’s teachings, he accepted the 
principle of evolution. He stressed the 
importance of imagination and its train- 
ing by education. Brodie believed that 
the mental faculties of men and animals 
are similar in kind, but differ in degree. 
The acquisition of knowledge is essen- 
tial. It is a means of exercising and 
developing the intellectual faculties. 
This should be done in the traditional 
way by the study of languages. In other 
words, the end of study is not the aequi- 
sition of facts, but discipline of soul and 
mental faculties. A true aristocrat, 
Brodie was convinced that the laboring 
class should be given only a rudimentary 
education. 

Brodie practiced what he preached. 
In regard to surgical note-taking he 
said: ‘‘ You should investigate cases for 
yourselves ; you should converse on them 
with each other; you should take written 


(Continued on page 77) 








The Unstable Spine: Discogenetic Syndrome Treatment 
with Self-Locking Prop Bone Graft’ 


AUSTIN T. MOORE, M.D., F.A.CS. 
COLUMBIA, S. CAROLINA 


r NHE multiplicity of therapeutic 
measures advocated for the relief 
of low back pain bears witness to 

the fact that there is no standard accept- 

able treatment and no unanimity of 
opinion concerning its etiology or cure. 

Internists prescribe salicylates; den- 
tists remove teeth; nose and throat 
specialists remove tonsils; chiropractors 
twist the spine; physical therapists 
apply heat and massage and improve 
the posture ; surgeons remove the appen- 
dix ; gynecologists remove pelvic organs ; 
proctologists take out hemorrhoids; 
urologists massage the prostate; ortho- 
pedists apply casts and braces, others 
divide fascia, do hamstring operations, 
stretch the limbs under anesthesia, mas- 
sage or section the pyriformis muscle, 
inject tender spots with novocaine and 
fuse the spine. Many other procedures 
are recommended. Their enumeration 
only adds to the confusion of treatment 
of the lame back. 

Goldthwait,”" an orthopedic surgeon, 
first called attention to herniation of 
the nucleus pulposus as a cause of low 
back pain. During the past decade 
enthusiasm for removing this portion 
of the anatomy has become increasingly 
popular. 

Some enthusiasts have gone so far as 
to say that the only justification neces- 
sary for ‘‘dise’’ operation is a history 
of recurring attacks of low back pain 

* Presented at the Ninth National Assembly of the 


International College of Surgeons held in Philadel- 
phia, Pa., Oct. 3-5, 1944. 


with or without radiating pain into one 
or both lower extremities. If x-ray 
shows a thinned out dise in these cases, 
then removal of the dise or dises should 
be performed. 

Various surgeons have reported bril- 
liant results. But already the field seems 
to be overworked. Discouraged, disabled 
and weary patients are being seen who 
are not relieved, and some have been 
made worse following dise operations. 
The problem has not been solved, or 
else many patients are. being operated 
on for ‘‘dises’’? when they should have 
received some other type of treatment. 

The author performed his first ‘‘dise 
operation’’ eight years ago. Since then 
he has followed the problem with a great 
deal of interest, trying to select cases 
very carefully. Approximately one hun- 
dred cases have been treated by surgery. 
Many of these have had the combined 
operation of disc removal and spinal 
fusion. In addition to his own eases, 
the author has observed a goodly num- 
ber of patients treated elsewhere. 

In seeking a solution to the problem 
and an explanation for the failures and 
recurrences, a number of questions pre- 
sented themselves. First of all, why is 
it that so many cases of back pain can 
be relieved by so many different types 
of treatment? It is well known that in 
many clinics most back cases are treated 
by a particular method which is decid- 
edly different from the method used in 
some other clinic. The results obtained 


‘by either method must be satisfactory 
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NARROWED 


INTERVERTEBRAL TELESCOPING WITH TRAUMATIC 





FORAMEN al TO — “Tl ARTHRITIS OF APOPHYSEAL JOINT 
aan ie 
APPROXIMATION OF 
- SPINOUS PROCESSES 
bs 


POSTERIOR NARROWING \ ay 
OF INTERSPACE 


Fig. 1. The findings illustrated represent pathology which occurs in the unstable spine with discogenic 

syndrome. There is collapse or telescoping of the vertebrae with closer approximation of the bony structures. 

Degenerative and arthritic changes-take place in the apophyseal joints, the intervertebral space becomes 

narrowed and the intervertebral. foramens are constricted. There’ are also intraspinal protrusions of soft 
tissue into the canal. 


or else the method would be abandoned. permanently relieved by any single 
In certain clinics casts are used almost method, whether conservative or radical. 
routinely. In other clinics they are Why is it that frequently a patient is 
rarely ever used. In some clinics spinal _ relieved following a dise operation, yet 
fusions are frequent. In others they are _ little or no protrusion is found and there 
rare. In some clinics it is believed that is no demonstrable nerve root pressure? 
the intervertebral disc should be re-. How ean a ‘‘concealed dise’’ cause nerve 
moved in almost all cases. In other root irritation and produce pain? Why 
clinies it is believed that almost all cases __ is it that almost all cases after dise sur- 
“an be treated conservatively, based gery are expected to have a ‘‘weak 
on the hypothesis that there must be _ back’’? Why is it that so many of these 
some abstruse common factor that was -patients have recurrence with severe 
applied in all of the various types of | symptoms? Some say it is because all 
therapies. If the basic fundamental of | of the dise was not removed or that 
each type of treatment could be under- additional dises should be removed. 
stood, then it might be possible to plan Some say that 80 per cent of dise lesions 
a type of treatment which would embody are multiple: 

all principles and would cure the unusual That herniation of the nucleus pul- 
and difficult cases that were not being  posus is a clinical entity, there can be 
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no doubt. By x-rays, a good history 
and a careful physical and neurological 
examination, its location can be accu- 
rately determined. Visualization of the 
spinal canal is not considered necessary. 





NORMAL RELATIONSHIP OF STRUCTURES — 
RESTORED WITH PROP BONE GRAFT 


Fig. 2. By means of a self-locking prop bone graft 
the telescoped vertebrae are held in normal position 
after having been elevated. Hyperextension of the 
spine is corrected, motion in painful apophyseal joints 
is eliminated and nerve root pressure is relieved. The 
bone graft, reinforced with medullary bone, immo- 
bilizes, gives massive support and permanent fixation 
in the corrected position is assured. 


Anyone who has ever seen a large pro- 
trusian removed can have no question 
that nerve root pressure was present 
and that surgery was required for its 
removal. The patient’s relief from pain 
is frequently dramatic. 

In attempting to approach the root 
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of the problem many things must be 
considered. That disease, metabolic dis- 
turbances, poor posture, malnutrition, 
stress and strain of vigorous exercise 
or injury can bring about destructive 
or degenerative changes in any part of 
the body, there can be no doubt. 

In man’s phylogenetic development 
there have been morphological changes 
in the skeleton due to processes of evolu- 
tion. One of these changes o¢eurs in 
the low lumbar spine and is due to man’s 
evolution from the horizontal to the 
erect posture. As yet, the protective 
mechanism has not become perfect and 
this portion of the body is therefore 
weak. 

Through various influencing factors, 
as enumerated above, the spine may 
become weak and unstable. The most 
vulnerable location is at the lIumbo- 
sacral junction. 

When destructive or degenerative 
changes take place, there is relaxation 
of the supporting ligaments. The inter- 
vertebral dise is compressed or loses its 
turgor and eventually it becomes thinned 
out. Increased strain is thrown on the 
apophyseal joints, which in turn become 
narrowed, traumatic arthritis finally de- 
veloping in these joints. The spinous 
processes approach each other and the 
interspinous ligament is torn or is ab- 
sorbed. The normal lumbar lordosis is 
increased. The posterior longitudinal 
ligament relaxes and bulges toward the 
spinal canal. It may tear and allow pro- 
trusion of the nucleus pulposus. The 
ligamentum flavum is crushed, it be- 
comes fibrosed and thickened and may 
prolapse forward into the canal. Most 
important of all, the intervertebral fora- 
men is narrowed and the corresponding 
nerve root at that location may be con- 
stricted or it may be compressed by 
swelling, by the nucleus pulposus, by 
the ligamentum flavum, by callus or 
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hypertrophic new bone formation about 
the apophyseal joints. There is trau- 
matic arthritis of the apophyseal joints 
and motion of their articular facets is 
therefore painful. Compression at the 
fifth lumbar interspace occurs fre- 
quently because of the fact that its inter- 
vertebral foramen are smaller and its 
nerve roots are larger than at any other 
location. 

These changes are familiar to all of 
us and if the conception of removing 
pressure on the nerve roots and articular 
facets is correct it is easy to understand 
that rest, supports, fasciotomies or any 
treatment that improves posture and 
relieves strain will in many cases afford 
relief. 

Spinal fusion will relieve strain by 
preventing motions in the _ painful 
arthritic joints. If at the time of fusion 
a flexion body cast is used, or the spine 
is kept straight on a boarded mattress 
until fusion takes place, nerve root pres- 
sure may be relieved. On the other hand, 
if correct posture is not maintained, or 
if the patient becomes ambulatory and 
bears weight too soon, and if the spine 
goes into further extension during the 
process of fusion, there will be nerve 
root pressure or irritation. This ex- 
plains the cases that have recurrence 
of pain and disability following spinal 
fusions. 

Removal of a large herniated nucleus 
pulposus will undoubtedly remove pres- 
sure and will relieve pain, but will 
the relief be permanent? How may 
one explain the relief of pain that 
follows the removal of a small nucleus 
fragment or a ‘‘concealed disc’’? Is 
it due to removing during exposure 
a thickened and prolapsed ligamentum 
flavum which was also causing pres- 
sure? In addition, a painful inter- 
spinous ligament, painful soft tissue 
about the articular facet, or a part 
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of the facet itself may have been 
removed. Furthermore, these patients 
spend a period of recumbency in bed. 
Usually they are taught to improve their 


NERVE ROOTS 














NORMAL RELATIONSHIP OF STRUCTURES 
RESTORED WITH PROP BONE GRAFT 


Fig. 3. This tracing schematically illustrates a 
sagittal section of the spine. The intervertebral space 
at L5 has been narrowed, the posterior longitudinal 
ligament is relaxed or torn, there is protrusion of the 
nucleus pulposus into the spinal canal. The liga- 
mentum flavum is prolapsed forward into the canal 
and the fifth lumbar intervertebral foramen has been 
narrowed. The combination of these three factors 
produces nerve root constriction with radicular neu- 
ritis of the first sacral, and to a lesser extent, of 
the fifth lumbar nerve root. 
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UNSTABLE SPINE 





HERNIATED NUCLEUS 
PULPOSUS 


Fig. 4. 


removed, the posterior longitudinal ligament is tight. 


The compressed structures illustrated in Fig. 3 have been relieved. 
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NERVE ROOTS 





NARROWED 
- INTERVERTEBRAL 
FORAMEN 





PROLAPSED LIGAMENTUM 


FLAVUM 


COMPRESSED Si 
NERVE ROOT 


The nucleus pulposus has been 
The ligamentum flavum on the affected side has been 


removed, the one on the opposite side has been drawn taut and the normal size of the intervertebral foramen 


has been restored. 


The prop bone graft elevates the bony structures and holds them permanently in 


position, thus reducing the likelihood of recurrence of symptoms. 


posture and usually they are fitted with 
a low back support which tends to 


straighten the lumbar spine. A still 
further adjuvant to removal of a small 
or concealed dise is that the disc may 
have been fairly well curretted and there 
may be some degree of fibrous ankylosis 
between the vertebrae bodies which 
helps to stabilize the unstable spine and 
diminish pain in the apophyseal joints. 

Dise operations admittedly are de- 
structive procedures. While the imme- 
diate results are gratifying (often 


surprisingly so), are the results perma- 
nent? Has there been a sufficiently large 
series of cases studied with an accurate 
follow up over a sufficiently long period 
of years? The author is inclined to 
believe that most reports of end results 
have been too recent after operation to 
be conclusive. 

What is to prevent further telescoping 
of the vertebrae with further narrowing 
of the intervertebral foramen and reenr- 
rence of nerve root pressure after the 
usual dise operation? Especially may 
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this be true when a large part of the 
dise has been removed by currettage. 
May not the patient eventually be worse 
because of the operation than he was 
before it was done? 

Should we not properly consider the 
‘‘slipped disc’’ as secondary and inci- 
dental to the real pathology which is 
increased lumbar lordosis with me- 
chanical instability of the spine, ar- 
thritis of its joints and nerve root irri- 
tation due to pressure and altered 
body mechanics? If this then be true, 
treatment logically should be directed 
toward the source of the trouble and 
not limited to one part of the syndrome 
that is causing immediate symptoms. 

Most cases should, and the author be- 
lieves can be relieved by conservative 
measures as previously outlined. Cer- 
tainly a reasonable period of conserva- 
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tive treatment should be tried in all 
cases. In the difficult and intractable 
‘ases surgery is necessary. Fascioto- ‘ 
mies and minor surgical procedures 
should be performed when indicated. 
For treatment of the severe cases an 
operation has been devised that is pri- 
marily intended to restore the altered 
body mechanics and to permanently 
maintain its normal relationship so that 
recurrence of symptoms does not take 
place. This type of treatment is con- 
structive and not destructive in nature. 
Breck in 1943 reported a similar but 
less extensive procedure. In his opera- 
tion the spinous processes of two verte- 
brae are separated by a small. mortise 
bone graft. We have done this opera- 
tion, reinforcing the graft with medul- 
lary bone, on several occasions. It is be- 
lieved that it is an advantage to use a 





Fig. 5. 
arthritic changes. 
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X-ray tracings which reveal prolapse of the apophyseal joints with degenerative and hypertrophic 
Motion of such joints causes pain. 
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larger, heavier graft which separates 
the processes widely. In addition, we 
reinforce this graft with medullary bone 
and immobilize three or four instead of 
two vertebrae. 

Bosworth in 1942 described his 
‘‘clothespin’’ graft for use in treating 
laminal defects and cases of spondylo- 
listhesis. He referred to a similar graft 
reported by Dr. Alexander Gibson of 
Winnipeg, Canada. The basic princi- 
ples of both of their grafts are similar 
to the one described by the author and 
no claim is being made to priority. The 
author did not know about Bosworth’s 
or Gibson’s work before writing this 
paper. Similar methods of grafting 
may have been previously described but 
none were found in literature available 
to the author at the present time. 


OPERATIVE TECHNIC 

The operation is done under low 
spinal block anesthesia and it is done 
in two phases. The first phase is per- 
formed with the patient lying supine 
on the table with pillows under the pel- 
vis. The lumbosacral region is ex- 
posed through a vertical incision over 
the spinous processes. At the same 
time the left leg is flexed at the knee 
and a second operating team removes 
the bone graft from the upper end of 
the tibia. The spine is exposed by sub- 
periosteal dissection and it is tested for 
instability by grasping the spinous 
processes with heavy forceps. Usually 
excessive motion at the involved area 
can be detected. Sometimes the amount 
of motion is surprising. Both sides of 
the laminae are exposed by hand with 
a special, very sharp, flat chisel. Mallet 
blows are thus eliminated. A thin layer 
of bone is curled outwards so that raw 
bone is exposed. Bleeding is minimal. 
The interspinous ligaments are re- 
moved and the proposed area for graft- 
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ing is freshened in preparation for the 
bone graft. 

By this time a graft of approximately 
four inches long has been removed from 
the leg. A small handful of medullary 
bone also has been removed from the 
upper end of the tibia with a curette and 
the incision in the leg has been closed. 
The patient is now turned on his left 
side and the spine is flexed by drawing 
the knees and shoulders towards each 
other. It is remarkable to see how 
widely the spinous processes have now 
become separated. The base of the in- 
terspinous ligament is grasped with for- 
ceps. The center of the ligamentum 
flavum is incised and this structure is 
removed with laminae dissectors strip- 
ping it outward to the apophyseal joint. 
With the spine acutely flexed it is found 
that the canal has been exposed in a 
space between the laminae approxi- 
mately the size of the end of one’s 
thumb. This is abundant space for ex- 
ploration and it is not necessary to 
remove any bone. Special laminae 
spreaders have been made but these are 
not usually necessary. 

Removal of the interspinous liga- 
ment greatly facilitates exposure. The 
dura and nerve root is retracted. If a 
herniated nucleus pulposus is found, it 
is removed and the dise is explored for 
loose fragments with polyp forceps or 
a curette. No attempt is made to cu- 
rette away firm dise tissue. If no free 
nuclear material is found in the canal, 
the dise is not explored unless there is 
a rent in the posterior longitudinal liga- 
ment. A second or third intervertebral 
space may be explored if the symptoms 
are questionable. 

The coagulating current and a special 
suction tip should be available during 
the operation but usually these are not 
necessary. Measurements are now 
made with calipers and a flexible ruler. 
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The piece of bone removed from the 
tibia should be thick and heavy, with all 
of its cancellous bone attached. It 
should be fully three-fourths of an inch 
wide. With the motor saw, it is cut to 
proper length. With twin saws and a 
burr on the Luck saw, a notch one-half 
inch deep and three-sixteenths of an 
inch wide is quickly eut in either end. 
With the burr or a special router an 
oblong slot is cut in the center of the 
graft to slip over the intermediary 
spinous process. The notches and the 
slot are made with minute accuracy in 
accordance with the previously recorded 
measurements. The graft is a mortise 
which will lock together three or more 
of the spinous processes. The upper 
and lower spinous processes are under- 
cut with a rongeur to receive and lock 
the graft in place. If prepared prop- 


erly the graft should fit accurately. 


To place it in position it is necessary 
to forcibly flex the spine by bringing the 
knees and shoulders closer together. 
After the graft has been forced over the 
intermediary spinous process and into 
the undercuts of the processes at either 
end, releasing of the acutely flexed body 
snaps the graft in position where it is 
locked firmly and cannot be dislodged. 
By this means the spine is held perma- 
nently in the flexed position. Exag- 
gerated lordosis has been corrected. 
Between the spinous processes, under- 
neath the graft on the unexplored side, 
and around the ends of the graft, bone 
chips and medullary bone are packed 
until the entire space is filled. Sulfa- 
nilimide powder is dusted into the 
wounds before closure. The patient 
is returned to bed with no external 
support. 


RATIONALE OF OPERATION 


It is known that compression fractures 
of the vertebrae are reduced by exten- 
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sion of the spine. The anterior longi- 
tudinal ligaments are strong and on 
being, stretched they pull the body of 
the vertebrae back into its normal posi- 
tion. It is known that in all ‘‘lame back 
cases’’ with nerve root irritation there 
is a ‘‘flat back.’’ The normal lumbar 
lordosis is obliterated and the patient 
holds the back flexed to splint the spine 
and to relieve irritation of the apophy- 
seal joints and the nerve roots. If the 
anterior longitudinal ligament, when 
made taut, restores the continuity of 
the vertebral bodies in fractures, is it 
not reasonable that by tautening the 
posterior longitudinal ligament, we can 
restore the continuity of the interver- 
tebral disc? If a patient flexes his spine 
with muscle spasm to relieve low back 
and radiating pain, is it not reasonable 
in treating the patient to place the spine 
in the flexed position and hold it there 
permanently to prevent recurrence of 
pain? This is the principle of the self- 
locking prop graft operation. We know 
that the patient relieves his pain by 
flexion of the spine. I have seen two 
cases in which the only way the patient 
could secure rest and sleep was by 
hugging his knees close to his chest. 
With relaxation and straightening of 
the body after falling asleep, he was 
awakened by pain and again had to 
resume the above-described position in 
order to obtain relief. 

We further know that posture, casts, 
braces or any other procedure that holds 
the spine in a flexed position will in a 
large number of cases give relief; and 
we know that so frequently when sup- 
port is removed, there is a recurrence 
of pain. The prop bone graft, in cases 
in which it has been used, has given 
what appeared to be immediate relief. 
So far, in ‘our experience, there has 
been no recurrence of pain. Mechani- 
eally, the graft widely separates the 
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spinous processes. The anterior por- 
tion of the intervertebral disc becomes 
the fulerum of leverage. The interver- 
tebral space is widened, especially on 
its posterior aspect, the posterior longi- 
tudinal ligament is stretched and, theo- 
retically, any bulging of the dise is 
reduced. The articular facets are ele- 
rated, and these telescoped arthritic 
apophyseal joints are restored to their 
normal position. Pressure which has 
been exerted on their degenerated artic- 
ular cartilages and roughened joint 
spaces is removed. The ligamentum 
flavum is stretched and any forward 
protrusion or prolapse into the canal 
of this structure is reduced. Last, the 
intervertebral joint space is enlarged, 
and by the combination of reducing all 
intrathecal pressure or irritation, nerve 
root pain is relieved. The graft should 
be heavy and strong to prevent break- 
ing. Sufficient medullary bone should 
be used to insure a large strong buttress 
of bone that firmly unites to each other 
the posterior arches and processes of 
the unstable vertebrae. If this can be 
accomplished, there should be perma- 
nent protection with no further collapse 
or telescoping of these vertebrae and no 
recurrence of pain. 


POSTOPERATIVE CARE 


No immediate postoperative support 
is necessary. ‘The patient lies in bed on 
a boarded mattress and is instructed to 
keep his back flat and not to twist the 
spine. He is allowed to ‘‘roll like a 
barrel’? from side to side and may 
assume a position in bed with the shoul- 
ders and knees slightly elevated. <As 
soon as wound healing is safe, he may 
become ambulatory. One of our patients 
(a thin, small young man) insisted that 
he felt normal, and he was allowed to be 
up and to walk about on the fifth day 
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after surgery. Ordinarily, it would seem 
that a period of ten to twelve days post- 
operative rest in bed would be more 
judicious. It is wise to furnish all 
patients with a low back support which 
has been reinforced by straight vertical 
bars in the back of the appliance. This 
support should be used as a constant 
reminder to hold the back flat and in 
the correct posture. This is particularly 
true in large, heavy individuals with 
pendulous abdomens. ‘The patient is 
‘autioned against lifting, bending, stoop- 
ing and any excessive spine movements 
for at least two months following sur- 
gery. For two more months restricted 
activities are advised. In four months 





Fig. 6. Posterior view of spine showing self-locking 

prop bone graft in position. It should be noted that 

the space between L5 and the sacrum has been 

enlarged. The graft is reinforced with medullary 
bone. 
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Fig. 7. 


lamina when necessary to expose nucleus. 
root retractor. 


after the operation, or when x-rays 
reveal firm bony union, the patient may 
consider himself reasonably safe and 
may engage in semi-normal activities. 
In one of our patients, a young, vigorous, 
and rather irresponsible individual, the 
graft was fractured one month after 
operation. This caused localized pain 
which lasted about forty-five minutes. 
Since then he has been entirely com- 
fortable, and there was apparently no 
unfavorable influence exerted on _ his 
progress. 


AUSTIN T. MOORE 


Special instruments used in prop bone graft operation. 
to make intermediary hole in bone graft after drilling. 


(d, e and f) Lamina dissectors. (g) 
(h) Right angle nerve root retractor. 
used to undercut spinous processes. 
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(a and b) Polyp foreeps. (¢) Bone punch 
This instrument is also used to remove portion of 
Straight dura or nerve 
(i, j and k) Special lamina separators. (1) Rongeur 
(m) Caliper. (n) Rule. 


RESULTS 

During the past seven months four- 
teen cases have been treated by this 
method.* The cases have been too few 
and the time has been too short to jus- 
tify positive conclusions. In only four 
of these fourteen cases was there a 
typical large disc protrusion that un- 
questionably caused nerve root pressure. 
In five other cases the dise lesion was 


* All patients had typical symptoms of dise lesions 
which had been present for a period of months or 
years. All patients had had a thorough period of 
conservative treatment, 
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questionable and the fragments removed 
were too small to account for nerve root 
pressure. Five cases had no dise lesion. 
All eases had demonstrable unstable 
spines, hypertrophy of the ligamentum 
flavum, a narrowed intervertebral fora- 
men or other evidence of nerve root 
pressure. All patients were relieved. Is 
it not reasonable to assume that eleva- 
tion of the bony structure played a large 
part in relief of symptoms? 


EVALUATION OF FINDINGS IN 
14 OPERATIVE CASES 





: Ligamentum : Nucleus 3 
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*It is very striking that the only patient in this 


series who has had a recurrence of symptoms is the 
one in which the prop bone graft was prepared but 
was not used. All! other patients are getting along 
well. 


There has been no operative mortality 
and no operative infection. In one large, 
heavy individual there was a small area 
of superficial pressure necrosis at the 
lower end of the wound due to lying on 
his back too long after operation. 


SUMMARY AND CONCLUSIONS 


A self-locking prop bone graft of the 
spine has been devised to aid in the 
permanent relief of local. pain and 
radicular neuritis. The graft is used 
with or without exploration of the spinal 
canal as the symptoms indicate. 
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The rationale of the method is not 
new. It embodies a number of well- 
established principles that have previ- 
ously been used in similar means of 
treatment. 

The operation is 
nature and it is not a 
procedure. 

By exploring the spinal canal all 
possible nerve root pressure is re- 
lieved and by separating the spinous 
processes with a prop graft the struc- 


constructive in 
destructive 


Fig. 8. Postoperative x-ray showing prop bone graft 
in position—notice widening of the fifth lumbar 
interspace. 


tures are restored to their normal rela- 
tionship and are held permanently in 
this position. 

The operation does not require exten- 
sive and shocking surgery. The period 
of hospitalization is no longer than that 
required for the usual dise operation. 
Casts, braces and heavy postoperative 
supports are not necessary. The period 
of convalescence is shortened, and the 
patient may return to work or to normal 
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activity in shorter than the usual length 
of time. 

Sufficient experience has not been 
gained to justify conclusions. Years of 
observation may be necessary. Results 
have been sufficiently impressive to war- 
rant a report of the procedure in the 
hope that interest may be stimulated.* 

Unforeseen complications may de- 
velop which may militate against this 
approach to the problem of low back 
pain or radicular neuritis that is not 
relieved by conservative measures. It 
may be that the graft will absorb under 
constant pressure in the erect posture; 
it may be that dise disintegration will 
continue to occur. Other complications 
may arise. Some may argue that the 
bone graft adds unjustifiable length of 
time to the operation. This type of sur- 
gery can be performed as quickly as 
the usual dise operation. No more time 
is consumed, and surgical shock is less 
in preparing and, placing the bone graft 
than in exploring and curetting the 
intervertebral disc or dises. 

In addition to ‘‘dise suspect’’ cases 
in any portion of the spine, it is sug- 
gested that the operation may have a 
field of usefulness in old fractures, 
unstable spines and any other spine 
afflictions where it is desirable to fuse 
the spine to relieve and protect spinal 
nerve roots from pressure. 

For this reason it is the author’s opin- 
ion that every surgical removal of a 
herniated nucleus pulposus should be 
followed by spinal fusion in the flexed 
position to relieve the actual and to pro- 
tect a potentially unstable spine. 

Grafts of any length can be made by 
this method. Similar designs for bone 
grafting have been made previously and 
no claim is made to priority for the 
graft. 


*Since presenting this paper eight additional 
patients have been treated by this method. All cases 
have been relieved. 
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RESUME 


Un greffon osseux de la colonne ver- 
tébrale se fermant de soi-méme est 
présenté par l’auteur pour le soulage- 
ment de la douleur locale et de la névrite 
‘adiculaire. Le greffon s’emploi avec 
ou sans exploration du canal vertébral 
selon les symptomes présentés par le 
malade. 

L’exploration du canal nous permet 
de remédier 4 toute compression des 
racines nerveuses. La séparation des 
apophyses épineuses au moyen du 
greffon souteneur permet de rétablir et 
de maintenir les rapports structuraux 
normaux. 

L’opération est constructive et n’en- 
traine pas de grande et choquante 
chirurgie. Elle n’exige qu’une période 
d’hospitalization et de convalescence 
courtes. Des attelles platrées, des sup- 
ports postopératoires ne sont pas néces- 
saires. L’opération ne demande pas plus 
de temps que l’opération ordinaire sur 
les disques. 

L’absorbtion du greffon occasionnée 
par la pression constante due a l’attitude 
érecte ou a la continuation de la désin- 
tégration discale sont des complications 
qui peuvent survenir. 

La technique est utile dans les 
anciennes fractures et dans certaines 
affections de la colonne vertébrale dans 
lesquelles il est désirable de fusionner 
la colonne afin de remédier et de pro- 
téger les racines nerveuses spinales de 
toute compression nocive. L/’auteur 
exprime l’opinion que toute ablation 
d’un nucleus pulposus doit étre suivie 


- d’une fusion vertébrale afin de soulager 


et de prevenir |’existence ou la sur- 
venance d’instabilité vertébrale. 
SUMARIO 


Un injerto-oseo por broche automatico 
(‘‘a self-locking prop bone graft’’), ha 
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sido empleado en la columna vertebral 
para mejorar y curar el dolor localizado 
y la neuralgia radical. El injerto se usa 
con o sin exploracion del canal vertebral 
segtin las indicaciones sintomaticas 

Kin la exploracién del canal vertebral 
toda presién existente sobre raices de 
nervios puede ser levantada, separando 
las apOfisis vertebral por un injerto de 
apoyo o sostén; los tejidos son repuestos 
normalmente y sanan permanentemente 
en dicha posicion. 

La operacién es de reconstruccién y 
no necesita intervencion quirtrgica pro- 
longada ni chocante. El periodo de 
hospitalizacién es corto y la convale- 
cencia con el uso de moldes, broches y 
pesados apoyos postoperatorios no son 
necesarios. La operacién puede ser 
hecha con la misma rapidéz que en la 
operacion de disco. 

Las complicaciones més comunes, la 
mas posible es la absorcién del injerto 
bajo presién constante en postura de- 
reche o tal vez continuacién de la 
absorcion del disco. 

Ksta técnica es utilizable en fracturas 
viejas, vertebras movedizas o en cual- 
quier condicién vertebral que requiere 
inmobilizar la columna vertebral para 
mejorar y proteger la raices de los 
nervios espinales contra la presidén. 

Ks la opinion del autor, que la extir- 
pacion de la hernia del nucleus pulposus 
debe ser completada con la fixacién ver- 
tebral en posicién de flexidn para 
mejorar y para evitar la instabilidad 
vertebral. 


BpIBoJbI 


C ebiO NOCTOAHHOTO OOerueHHA MECT- 
HOH O07M paquKyJApHaro HeBputa Opla 
H300peTeHa CaMO3aMbIKalollanca mepeca- 
%KCHHaA KOCTAHHaAH CTOMKa MO3BOHOUHHKA. 
B 3aBHCMMOCTH OT CHMIITOMOB 9Ta CTOHKa 
IIPHMeHAeTCA C HCCELOBAHHeM HIM 6e3 UC- 
Cl@LOBaHHA CNMHHOFO Kanata. 
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IIpu uccleqOBaHHu CIMHHOFO KaHaJa BCce 
HepBHble KOPHH OCBOOOXKAalOTCA OT aBue- 
HHA, a Pa3BH2%KKa MO3BOHOUHbIX OTPOCT- 
KOB IIPH MOMOILLM HepecaxkeHHOH CTOHKH 
He TOJIbKO BOCCTAHOBJAeCT HOPMaJIbHOe OT- 
HOUIeHHe 9ITHX YaCTeH, HO TaK2Ke WH Lep%KHT 
MX MOCTOAHHO B 3TOM M0J10%#KeHHH. 

Onepalua 9Ta KOHCTPYKTHBHAA H He Tpe- 
OyeT OYeHb IKCTCHCHBHOH HW WOKOBOH XH- 
pyprunu. Ona aeT BO3MOXHOCTb COKPaTHTb 
CpOK TpeOpiBaHHA B OOJbHHWe UH BbI3O- 
POBJICHHA, WH FHMC, KOpceT HM THKeJbIe M0- 
cueonepalMOHHble CTOMKH HeHYyKHbI. Ore- 
pallHA MpOH3BOANTCA Tak #Ke OBICTPO, KaK 
HW OObIKHOBeCHHAaA JHMCKOBaA ONepallHs. 

BoO3MO2KHbIMH OCJIO2KHCHHAMH ABIAIOTCA: 
aOcopOuHA MepecaxkeHHOH KOCTH H3-3a M0- 
CTOAHHOrFO AaBJIeCHHA B BEPTHKaJIbHOM II0- 
JOXKeHHH HM MpOOMMKAIULaACA MI3HHTer- 
pallWA Me@xKTYNO3BOHOUHOrO AHCKa. 

ITOT cnocoo Nowe3eH B CTapbIxX MepewJo- 
Max, IIPH HeyCTOHYHBOM TO3BOHOUHHKe H 
BO BCeX TeX CNHHHbIX Goue3sHAX, Te *Ke- 
WATeIbHa ClahkKa MO3BOHOUHHKA C LWeJbIO 
OO6Jer4uHTb HAH 3aulMTHTb KOPHH CIMHHbIX 
HepBOB OT JaBueHHs. [lo MHeHHIO aBTOpa, 
CNMHHaA cCnalka HeOOxoHMa Mocse Kaxk- 
moro xMpypruyeckoro yaieHHA PrpbpkKe- 
Boro nucleus pulposus aA TOTO, 4TOOBI 
yYKpeluTb JeHCTBHTCAbHO WIM MOTeCHILMAJIb- 
HO He€yCTOHYMBHIN MO3BOHOUHHK. 
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notes of them in the morning, which you 
may transcribe in the evening; and in 
doing so you should make even what are 
regarded as the more trifling cases the 
subject of reflection.’’ 

His reflections on the prize system 
then in vogue sound modern: ‘‘I would 
limit the prizes to one class, founded 
on cases.... A man wants a prize. He 
gets books, reads up the subject; and 
this kind of work keeps him out of the 
dissecting room and the wards of the 
hospital. Yet these are the only places 
where he can get any knowledge that 
he can apply to practice, and learn to 
observe and think.’’ Brodie was con- 
vinced, too, that obtaining a competency 
formed a part, and only a small part, 
of professional success. His greatest 
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contribution to surgery was the inaugu- 
ration of the conservative principle, 
especially in orthopedic surgery, in 
which he was a forerunner of Liston, 
Syme and Fergusson. A pioneer in sub- 
cutaneous surgery, Brodie made many 


-improvements in surgical instruments 


and appliances. 

A letter from the author’s collection, 
reproduced below, shows his zeal in pro- 
moting his fellow surgeons whom he 
considered worthy. 

Private 

14 Saville Row 
August 10, 1844 
My Dear Sir 

I should have sooner thanked you for the letter 

which I received from you some time since, & for 


the information which it contained, if it had not 
been that, in one way or another, I have lately had 


(Continued on page $4) 














with symptoms of the chest and 

abdomen, has greatly increased 
the number of reported cases of dia- 
phragmatie hernia. Yet there is a sur- 
prising number of unsuspected cases. 
Patients with distressing symptoms, 
more or less severe, constant or inter- 
mittent, continue for many years, some- 
times under the care of physicians and 
even undergoing operations of various 
kinds without the diaphragmatic hernia 
being diagnosed preoperatively or being 
discovered at operation. It is for this 
reason that detailed reports of such 
‘ases have practical value. 

The earliest reported cases (Ambrose 
Paré, 1610; Hildanus, 1646; Riverius, the 
first congenital diaphragmatic hernia, 
1698; Morgagni, 1769; Andrew, the first 
case of paraesophageal hernia, 1903, 
and others) were post-mortem findings. 
According to Arnsperger, before 1908 
the diagnosis had been made only ten 
times in living persons. 

The incidence of hernia of the dia- 
phragm has been repeatedly increased 
due to improvement in technic and to 
increased attention to the subject. Har- 
rington " illustrated this by pointing out 
that at the Mayo Clinic, from 1900 to 
1925, 30 cases were recognized clinically 
(19 treated operatively) while from 1925 
to 1933, 147 cases were recognized (60 
treated operatively). In a later article, 
sarrying the series through 1939, he 
stated that in the last fourteen years 
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the diagnosis was made twenty times as 
frequently as in the previous eighteen 
years. MacMillan (1920) reported three 
‘vases in 15,000 radiographic examina- 
tions in U. S. Army Hospital No. 1. 
3éclére reported two cases in 5000 ex- 
aminations. While engaged in rou- 
tine examinations of the fundus of 
the stomach, Morrison’ (and Healy) 
studied its varying shape in upright, 
prone, supine, lateral and oblique posi- 
tions when filled with barium meal. The 
investigation was made with the express 
purpose ‘of finding a means to earlier 
diagnosis of malignancies of the stom- 
ach. The study disclosed an incidence 
of 42 cases of congenital hernia of some 
portion of the fundus of the stomach 
through the esophageal hiatus in some 
3500 gastric cases. 

Turner *° noted 673 articles on gastric 
herniation added to medical literature 
between 1930 and 1939. The most 
important of these included the group 
in which herniation occurred through 
the esophageal hiatus. According to 
Turner, some degree of herniation of 
the stomach through this hiatus was 
found in 3.5 per cent of 1500 upper 
gastro-intestinal examinations. 

Harrington, by examination of the 
diaphragm in the course of abdominal 
operations, found the muscular ring 
snug about the esophagus in 65 per cent. 
In 35 per cent, at least one finger could 
be inserted between the muscular ring 
and the esophagus and in 5 per cent 
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three fingers could be inserted. Special 
roentgenologic examinations in the last 
group of cases ‘‘occasionally’’ dem- 
onstrated hernias not recognized by 
preoperative clinical or roentgenologic 
examinations. Both Morrison and Har- 
rington concluded thatthe incidence of 
hernia of the diaphragm would increase 
with the attention given to its diagnosis. 

The diaphragmatic hernias with defi- 
nite onset related to a trauma to the 
region are the more readily diagnosed, 
depending, of course, upon the extent 
of the injury to the diaphragm and the 
suddenness with which the organs are 
sucked up into the thoracic region, what 
organs are admitted, and to what extent. 
Kven in traumatic cases, however, there 
may be a lapse of months and even years 
after penetrating injury or blunt trauma 
before correct diagnosis is made and 
treatment instituted. Of 127 soldiers 
wounded in the last war who were later 
found to have hernia of the diaphragm, 
40 per cent had symptoms for from one 
to fifteen years before the diagnosis was 
made.’* The nontraumatic cases, con- 
genital and acquired, likewise include a 
wide range of variations and _ types, 
including those due to lack of de- 
velopment of the diaphragm which may 
threaten the life of the newborn infant, 
and the slowly acquired types due to 
smaller defects and structurally weak- 


ened areas in the diaphragm such as. 


the most common herniations through 
the esophageal hiatus.” * 7" 18 In a large 
proportion of the cases of congenital 
origin, the patients reach an adult age 
before diagnosis is made. Hedblom 
called attention to two cases of adults 
with congenital absence of half of the 
diaphragm.” 

Whether the terms applied are even- 
tration of the diaphragm or hernia— 
true or false, acquired or congenital 
—the diagnosis and treatment of these 
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tion. 
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-ases call for special consideration and 
varefully selected therapy. 

Many of the patients continue for a 
period of years in obvious discomfort 
without receiving the attention neces- 
sary for proper diagnosis. Even those 
cases of very gradual onset and mild 
and indefinite symptomatology may be 
precipitated into a dangerous condition 
of threatened or actual obstruction and 
strangulation of a part demanding 
immediate surgical intervention under 
very difficult and unfavorable cireum- 
stances. Better to make certain of the 
diagnosis and operate under the more 
favorable circumstances of election. 

Abbott’ urged attention to the early 
diagnosis of true hernias of the dia- 
phragm (those with hernial sac) by 
means of fluoroscopic examination with 
the patient lying on back and on abdo- 
men. If the patient then takes a deep 
breath and strains, the detection of any 
small hernial sacs of the diaphragm 
are favored. Ball* suggested the rapid 
distention of the stomach with gas, 
under fluoroscopic observation, by giv- 
ing the patient a Seidlitz powder. 
Whether referring specifically to these 
or similar suggestions, Hedblom * ques- 
tioned the wisdom of depending exclu- 
sively upon special technic for roent- 
genologic demonstration. He further 
pointed out (discussion following paper 
by Woolsey *') that the diagnosis cannot 
always be made by the roentgen rays. 
Spontaneous reduction may occur at 
times, and if this occurs at examination 
the hernia will, of course, escape detec- 
A herniated intestinal loop may 
not fill with contrast material or may 
be of sueh size and location as to be 
overlooked or hidden by other shadows. 
Also herniated omentum and spleen are 
not seen roentgenologically. 

Improvement in diagnosis would un- 
doubtedly occur by the simple expedient 
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of including diaphragmatic hernia more 
frequently in the enumeration of tenta- 
tive diagnoses to be ruled out or sub- 
stantiated. Andrews * mentioned a case 
in which the presumptive diagnosis of 
the clinician was confirmed by the radi- 
ologist by having the patient bend for- 
ward several times, causing the sac to 
fill with barium and protrude above the 
diaphragm. 

The clinical picture varies widely. 
The symptoms may be largely refer- 
able to the digestive tract, and the 
patient may have committed himself 
to attempts at relief by selective 
dieting and soda regimen self-imposed, 
or may have been kept by his physi- 
cian on an ‘‘uleer’’ diet. Harrington ° 
stated that twenty-one patients in a 
series of 161 had been operated on 


previously without relief of their symp- 
toms and were completely relieved by 


Fig. 1. The post-cardiac position of the stomach 
when filled with the standard two tumblers of the 
barium opaque meal, 


GARIEPY AND 


DEMPSTER <— 


operations for hernia of the diaphragm: 
eleven had had cholecystectomy; four, 
cholecystostomy; three, appendectomy ; 
two, pyloroplasty; and one, gastro- 
enterostomy. Other erroneous diag- 
noses included in the total series were: 
gastric ulcer, duodenal ulcer, intestinal 
obstruction and hyperacidity. Cardiac 
disease, cancer of the esophagus, and 
stricture of the esophagus were also 
included in the series. Intrathoracic 
pressure and discomfort frequently lead 
to diagnoses of various heart conditions 
or to strictures and malignancy of the 
esophagus, and tumor of the lung. 
Note the position of the stomach in the 
‘ase here reported (Figs. 1 and 2) where 
there is contact with both heart and 
lunes. In these cases with intrathoracic 
symptoms, the patients have, in many 
instances, been subjected to long con- 
tinued medical treatment, mostly mis- 


Fig. 2. The stomach partly empty. The position of 
the stomach is above the diaphragm. 
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directed, or to self-imposed habits of 
posture, especially after eating, and 
restricted activity. The variation of the 
symptoms or their severity with posture 
is one of the most significant observa- 
tions that can be made in arriving at 
a clinical diagnosis of hernia of the 
diaphragm. 

While the traumatic cases have been 
more common in adult males, the con- 
genital and acquired types occur in both 
sexes with equal frequency and have 
been discoverable from infancy to old 
age. In Harrington’s series of 467 
patients, 227 were males, 240 females; 
youngest, 7 months; oldest, 82 years. 

For detail“. gmbryonic and anatomic 
studies, and for a more complete classi- 
fication and discussion of the various 
types of diaphragmatic hernia, reference 
is made to comprehensive and numerous 
monographs on the subject. (References 
appended, the most recent and complete 
being that by Harrington."’) 

The main purpose of this communica- 
tion is to emphasize the importance of 
keeping on the alert to diagnose cases 
of diaphragmatic hernia and to offer 
another instance of long duration of 
symptoms which escaped diagnosis and 
treatment until late in life. 


CASE REPORT 


The patient, a widow 62 years old, con- 


sulted one of the authors (L.J.G.) on July 1, . 


1944. She complained of pain in the lumbar, 
as well as discomfort throughout the thoracic 
region, which had been present for the fifteen 
years, becoming more severe of late. Pain 
originated approximately at the costal verte- 
bral angle and radiated to the entire left side. 
It became sharp in character and at times 
very severe. For the past twenty-five years 
she had been using alkalies, principally bak- 
ing soda, which seemed to give relief. Her 
appetite was good, but she could eat only a 
limited quantity of food before she became 
distressed and before the pain became severe. 
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Her past, history revealed that in 1918 she 
had a eystic ovary removed; aside from that 
she had never had any confining illness. 

Laboratory findings: blood pressure, sys- 
tolie 240, diastolic 180; N.P.N. 46.5; blood 
sugar 111.7; Kahn, negative. The blood exam- 
ination showed hemoglobin 90 per cent; red 
blood cells 4,650,000; white blood cells 9,500; 
polymorphonuclear 56; lymphocytes 38 ; mon- 
onuclear leukocytes 6; sedimentation rate was 
41 mm. (Wintrobe and Lansberg). Tempera- 
ture, pulse and respiration were normal. 
Practically a normal clinical laboratory find- 
ing except for the rise in blood pressure. 

A tentative diagnosis was made of hyper- 
tension with possible diaphragmatic hernia. 

X-ray examination of the gastro-intestinal 
tract revealed a marked distortion of the 
anatomy of the abdominal viscera. Following 
the contrast meal, a fluoroscopic examination 
of the abdomen failed to show the filled 
stomach. Instead, a large, dense, ‘‘ water 
bottle’’ shadow was found covering the heart. 
The initial appearance was that of a large 
hypertrophied or dilated heart. A radiograph 
with patient in the prone position showed 
the stomach entirely above the diaphragm. 
The stomach was apparently reversed in its 
herniated position. The fundus was on the 
right side of the thorax, the pylorus towards 
the left as may be seen in the radiograph 
of the partially emptied stomach. As the 
stomach emptied, the cardiac silhouette. began 
to appear. 

An interesting lateral exposure of the chest 
(preoperative) showed the angulated esopha- 
gus making a sharp turn to the cardia located 
close to the thoracic vertebrae. Evidently the 
cardia did not close, which accounted for the 
quantity of the opaque meal seen in the 
esophagus in the preoperative radiograph (as 
well as in the postoperative radiograph with 
the stomach below the diaphragm in the 
abdomen). The heart was anterior to the 
stomach. As a result there was the so-called 
pigeon-breasted thorax. The actual measure- 
ments were transverse, 26 cm.; antero-pos- 
terior, 27 em. (In the average normal female 
chest the ratio of the lateral diameter to the 
antero-posterior diameter just above the dia- 
phragm is 3:2.) 

The twenty-four hour examination of the 
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Fig. 3. The lateral radiograph shows the post-cardiac 
position of the stomach and reveals the angulation of 
* the esophagus in the lateral position. 


abdomen showed the cecum in normal posi- 


tion. The hepatie flexure of the colon was 
below the crest of the right ileum. The trans- 
verse colon followed a diagonal course across 
the abdomen in such a way that the splenic 
flexure was incarcerated through the hernia- 
tion aperture. The haustrations appeared well 
formed. The descending colon, sparsely filled, 
passed directly to the sigmoid. 

The patient was sent to Mt. Carmel Hos- 
pital and kept under observation for a few 
days. On the second day in the hospital she 
was taken to the operating room and a phren- 
ectomy was done on the left side, which 
allowed for 114 in. to 2 in. more space to 
work during the operation, which followed 
three days later. 

Operation: An upper left rectus incision 
was made about 10 in. long, extending 
from the xiphoid cartilage down. Upon open- 
ing the abdominal cavity, the stomach and 
splenic flexure were found in the thoracic 
eavity. These were brought down into posi- 
tion. The opening in the diaphragm easily 
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Fig. 4. The transverse colon with the splenic or upper 
portion incarcerated into the hernial opening. 


admitted the entire fist. It was impossible 
to close this opening completely. Partial 
closure, however, was accomplished with mat- 
tress linen sutures, making it as tight as pos- 
sible, and then suturing with linen the fundus 
of the stomach to the hiatus. All bleeding 
points were sutured and the wound was closed 
in layers in the usual manner without drains. 

In subsequent x-ray examination, after the 
described operation, the liberated stomach is 
seen suspended in the abdomen. Figure 4 is 
a postero-anterior view. The lower end of the 
esophagus, which assumes a curved or tor- 
tuous shape, is seen to contain some of the 
contrast meal. The pylorus is near the lower 
end of the stomach. 

The patient made an uneventful recovery 
and returned to the office on August 28, at 
which time an x-ray examination was made 
of the stomach in its normal position in the 
upper abdomen: The long axis of the stomach 
is parallel with the long axis of the body. 
This was the position in which we- finally 
affixed the stomach. Seen two months after 
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the operation, her appetite was good and she 
had gained weight. She stated that she felt 
better than she had ever felt in her life. In 
fact, she had no complaints whatever. Her 
blood pressure had dropped to systolic 170, 
diastolic 120. 


SUMMARY 


Proper use of the x-ray will estab- 
lish the diagnosis of diaphragmatic 
hernia, in which symptoms may not be 
easily distinguished from those of other 
abnormalities and diseases of the 
abdomen or of the chest. Examples 
are given of cases in which patients 
have passed from one physician to an- 
other without the diagnosis having been 
made, even when the hernia is a mas- 
sive one. Operations for the removal 
of gall bladder or appendix have even 
been performed without discovery of 
the hernia. A case of successful opera- 
tion upon a diaphragmatic hernia is 
presented, and the presentation is 
accompanied by pre- and postoperative 
x-ray studies. ; 


RESUME 


Les rayons-x peuvent établir le diag- 
nostic de hernie diaphragmatique dans 
les cas ou les symptémes pourraient 


porter le clinicien a croire a 1]’existence 


d’autres anormalités ou a la presence 
de maladies abdominales ou thoraciques. 


L’auteur cite des cas qui passérent de - 


médecins & médecins sans que le diag- 
nostic fat établie méme dans des eas de 
hernies volumineuses. Des opérations 
pour l’ablation de la vésicule biliaire et 
pour l’enlévement de l’appendice furent 
faites sans que l’opérateur s’apercut de 
existence de la hernie diaphragma- 
tique. L’auteur presente un cas de 
hernie diaphragmatique opérée avec suc- 
cs. La présentation fait accompagnée 
de filmes pré- et postopératoire se rap- 
portant au sujet. 


DIAPHRAGMATIC HERNIA 


‘hernia diafragmatica. 
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SUMARIO 


Kl uso competente del rayon-x puede 
establecer el diagnéstico de hernia dia- 
fragmatica, cuando los sintomas no 
aclaran esta diferenciacién de otras 
abnormalidades y enfermedades del 
abdomen y del pecho. 

Kjemplos son citados en que pacientes 
han pasado de un médico a otro sin 


Fig. 5. Postoperative view of the stomach in the 
abdominal cavity. 


determinar el diagnéstico, atin cuando 
la hernia es de tamano imponente. 

Kin verdad, operaciones del apéndice 
y de la vésicula biliar han sido practi- 
-ados sin descubrir la presencia de la 
Un caso operado 
con éxito es presentado, demostrando 
los estudios hechos por rayon-x antes y 
después de la operacion, 


BpiIBOJbI 


I]paBHbHOe PIHTTeEHOBCKOe HCCeLOBa- 
HHe MOMOKeT MOCTABHTbh J.HarHO3 B TeX 
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cryuanx MadparMOBOH PpblKH, B KOTO- 
PbIX CHMIITOMbI MaJO OTAMYAIOTCH OT Zpy- 
rHX HEHOPMaJIbHOCTeH WH GOWe3HeH #KHBOTA 
uv rpyn. Jlanbl IpHMepbl Culy4aeB, KOTOpPLie 
ObIJIM HCCJeLOBAHbI OJLHHM BpauOM 3a Apy- 
ruM 6e¢3 NOCTAaHOBKH IpaBHJbHaro Mar- 
HO3a, axKe KOrLa PpbPKa Oba OUCHb Mac- 
cuBHa. Jlaxe ObIIM COBepLIeHbI ONepalluu 
HaJL 2KCYHbIM MY3bIpeM HIM [WIA allmenye- 
lHTa HW BCe-x*xKe TpbHKa He Oblia OOHapy- 
xena. IIpexcTaBeH C1yyal ycnewiHon one- 
pauwu AMvadparMoBoh rpbykKH HW O- HU 
MOCcJe-ONepawHOHHble PIHTTeCHOBCKHEe aH- 
HbIe. 
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(Continued from page 77) 
more business in my hands than I could well get 
through. 

I some time since placed your name on a list to be 
considered by the Council of our College with respect 
to the fellowship—but I cannot answer for what 
twenty three other persons may do when the ques- 
tion comes before them for their determination. 

At all events, I have no doubt that if some mem- 
bers of the College in your neighborhood were to 
sign a memorial to the Council recommending you 
for the fellowship there would be no difficulty in the 
matter. 

If this cannot be easily accomplished, I think that 
a letter addressed to myself from one, or two, or 
more of the more influential nobility or clergy or 
gentry in your part of the world would be very useful. 

The new list of fellows must be put forth before 
the end of this matter and the plan that I have men- 
tioned can be accomplished the better. 

Yours truly, 
B. C. Broviz 
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P.S. What is especially required is that the Council 
should be informed that you are especially called in 
as a consulting surgeon in your district. 


This is only one of the kindnesses 
among many that were bestowed on his 
fellow men, his colleagues and students 
by Sir Benjamin Collins Brodie, whose 
humanity, as well as his skill as a sur- 
geon, made him one of the outstanding 
English surgeons of the past century. 

Obviously times, modes and men have 
not changed much despite the tremen- 
dous advances made in the sciences from 
the period of Brodie to the present day. 
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Cesarea Extraperitoneal en Distocias Provocadas por las 
Partes Blandas de la Pelvis y en Mujeres Infectadas* 
(Indications for Extraperitoneal Cesarean Section in Certain 
Cases of Dystocia of the Soft Parts and in Infected Women) 


BERNARDO J. GASTELUM, M.D. 
MEXICO, D. F. 


(PART II) * 


valuada durante el trabajo, nos 

seria util para presumir si no la 
feliz terminacién del parto cuando pa- 
rece existir inextensibilidad de los teji- 
dos de la pelvis, cuando menos para 
eliminar a la musculatura uterina como 
una de las causas determinantes del 
entorpecimiento del trabajo, pero las 
investigaciones efectuadas hasta ahora, 
se han limitado a determinar la potencia 
que necesita desarrollar el utero para 
romper las membranas, dilatar el cuello 
y expulsar a través del canal vaginal al 
feto. 

Dentro de la falta de extensibilidad 
de las partes blandas, hay que inceluir 
ciertas histeropexias practicadas con 
mala técnica y que inmovilizan la pared 
anterior, impidiéndole su normal de- 
sarrollo durante el embarazo, y aquellos 
literos que conservan cicatrices de rup- 
turas en un parto anterior, porque 
estas heridas, asegura Winter, jamds 
curan per-primans y dejan en cambio, 
cicatrices conjunctivas facilmente des- 
garrables. Scipiades, en partos a ter- 
mino, en estas condiciones, encontré que 
en un 40 por ciento se presenta la rutura 
uterina, y en un 18.75 por ciento en los 
prematuros. 


A energia de la contraccién uterina 


* Editor’s note. The change in printing establish- 
ments prevented the concluding half of Dr. 
Gastelum’s paper from appearing in the last issue 
of the Journal. 


Naugebauer recopilé cincuenta y ocho 
casos de estenosis vaginal en que hubo 
que practicar la cesérea. Para Winter, 
las estendsis musculares anulares entre 
el orificio externo y el anillo de con- 
tracciOn, ofrecen muy raras veces un ob- 
staculo invencible y permanente a la 
salida del feto, pero cuando la dificultad 
es insuperable, hay que intervenir por 
la via abdominal. 

Todavia me queda por referir, otras 
mas de las dificultades que presentan 
las partes blandas a la salida del feto, 
cada una de ellas reclama un tratamien- 
to especial, por la via natural, en tanto 
el entorpecimiento no llega a ser im- 
posible. Como la indicacién de la in- 
tervencién para cada caso haria mas 
prolija y extensa esta nota, reservo su 
estudio para un trabajo posterior, 
porque entre ellas hay temas de im- 
presionante interés, como la aplicacién 
del forceps de Kjelland, en cabeza alta, 
la histerotomia de Bumm, en cuellos que 
no se dilatan, para referirme por ahora 
al tratamiento esencialmente quirtirgico, 
que reclaman aquellos casos en los que 
el feto no puede nacer, se pretende que 
lo haga vivo y existe infeccién, por las 
manipulaciones vaginales, ya que no se 
da importancia a los obstaéculos que 
oponen las partes blandas, hasta que 
estos se tornan imposibles para la ex- 
pulsién del feto, corriendo peligro la 
madre de la misma manera que el nifio. 
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Cuando el feto vivo no puede salir por 
la via vaginal, hay que sacarlo por la 
seccién del abdomen y del ttero. Esta 
operaciOn que principia en la mitologia 
cuando ‘‘Hermes por orden de Zeus, 
abrié el vientre de Semele, perecida en 
las llamas, y extrajo el nifo de siete 
meses, después de lo cual Zeus, lo en- 
cerr6 por una sutura en sus caderas 
llevandolo hasta la madurez’’; y que ha 
dado motivo al mayor nimero de me- 
ditaciones quirirgicas, constituyendo el 
documento-hist6rico mais abundante de 
vicisitudes en cuanto a la muerte de la 
parturienta, ya que en toda época se ha 
apreciado por encima de la existencia 
del hijo la de la madre; parecié encontrar 
su verdadera solucién con la era antisép- 
tica y el perfeccionamiento de la técnica. 
Mas tales exactitudes cientificas, no 
han bastado para quitar a la cesdrea 
ese peligro que le es propio en cuanto 
a una probable infeccién y que no con- 
siste solamente en la amenaza del. ex- 
terior, comin a todas las intervenciones 
quiriirgicas, y que puede prevenirse; 
sino a circunstancias adversas que 
provienen de la funci6n fisiol6gica del 
titero. A evitar estas consecuencias de- 
sastrozas, vino el método de Porro, pos- 
teriormente, como resultado de wna 
técnica correcta, de una hemostasia 
completa y del uso de un material ade- 
cuado, numerosos operadores, gracias a 
los perfeccionamientos obtenidos, lo- 
graron eliminar la operacién mutiladora 
de Porro, conservando los 6rganos y la 
capacidad procreativa de ellos. Estadis- 
ticas acusiosas comprueban la reduccion 
de la mortalidad en la cesdrea, que 
con Georg Winter, ha sido aplicada a 
casos en los que hace muy ‘pocos afios, se 
resolvian por antiguos y brutales pro- 
cedimientos obstétricos que si no provo- 
caban la muerte de la madre y del feto, 
dejaban a la mujer en condiciones de- 
plorables. 
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La cesérea intraperitoneal, tiene su 
aplicacién ideal en los casos de integridad 
de la bolsa de las aguas, cuando la 
parturienta no ha estado sujeta a manio- 
bras frecuentes y en donde todas las 
exigencias quirtrgicas favorables se 
encuentran cumplidas. Mas, no obstante, 
el adelanto logrado, el titero contintia 
siendo un organo tan fragil y tan 
alterable en el puerperio, que el factor 
infeecién no ha podido ser excluido en 
aquellos partos de feto vivo, de rotura 
de la bolsa de las aguas y de maniobras 
vaginales en los que la intervenci6én in- 
traperitoneal se encuentra indicada. 
Harris y Brown, han llegado a concluir 
que seis horas después de rota la bolsa 
de las aguas con exploraciones repetidas, 
ete. los gérmenes invaden la cavidad alta 
del utero. 

Naturalmente como dice Bondy, las 
investigaciones bacteriol6gicas, muy im- 
portante para el prondstico, no son de- 
cisivas para una conducta firme, pues 
a pesar de encontrar en los genitales 
gérmenes muy diferentes y nocivos, 
estreptocos, estreptococos hemolitico, 
estafilococos, neumococos, colibacilo, ete., 
se desconoce su virulencia y la capa- 
cidad de resistencia de los tejidos y del 
organismo. Y para estos casos en que 
la operacién cesdrea intraperitoneal 
constituye un peligro teniendo presente 
las importantes indicaciones de Winter, 
en que es urgente salvar a la madre y 
con ella al nifio, y en que no existe mas 
obstaculo que la inextensibilidad de los 
tejidos blandos y el agotamiento de lo 
potencia uterina por una labor excesiva- 
mente prolongada, hay que recurrir a 
la cesirea extraperitoneal, cuya trascen- 
dencia no se ha estimado suficiente- 
mente, donde la aplicacion de la opera- 
cién intraperitoneal se hace extraordi- 
nariamente aventurada; porque es en el 
momento de abrir el titero, cuando ya 
contiene gérmenes, tomadas todas las 
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precauciones, que los microorganismos 
van a sembarse en la cavidad abdominal. 
Y es natural predecir que no solo en 
los casos sospechosos o infectados, de- 
beraé recurrirse a la cesérea extraperi- 
toneal, sino en todos los casos posibles 
planteandose con este tema, el mismo 
problema que con la extirpacién extra- 
peritoneal del rindén, que se ha abierto 
camino definitivamente, relegandose a 
hechos muy contados, la nefrectomia 
transperitoneal. 

Pues bien la cesérea extraperitoneal 
como la nefrectomia lombar, es mucho 
mas dificil; quitar el riidén siguiendo el 
camino transperitoneal puede ejecutarlo 
un cirujano de poca experiencia, pero 
por la via extraperitoneal cuando los 
vasos son cortos y existen adherencias, 
se requiere habilidad. A pesar de estas 
dificultades, que confinan la nefrectomia 
a manos expertas, no han sido un ob- 
staculo, para que se imponga como el 
método de eleccién. Algo semejante 
tendra que sucedér con la cesdrea extra- 
peritoneal que reduce considerablemente 
el peligro de la infecci6n, relacionada a 
la intervencién misma, quedando rele- 
gada a las consecuencias propias del 
parto, fiebre puerperal, pues por la ex- 
periencia de Beisch se comprueba que 
aun infectado el tejido celular, hecho 
posible en este género de intervenciones, 
su peligro es sin disputa menor que la 
contaminacion peritoneal. 

Las dificultades fundamentales de la 
cesdrea extraperitoneal son: el pliegue 
peritoneal superior, que se ve como si 
una linea transversal blanquecina, lo 
separara hacia abajo del tejido con- 
juntivo que es rojizo. Del modo de 
reflejarse el peritoneo, depende que se 
le pueda o no retirar; si a consecuencia 
de un largo trabajo dice Sellheim, se 
desplaz6 el pliegue de reflexién hacia 
arriba, separada la vejiga de la cara 
anterior del segmento y cuello, se nos 
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presenta esta region, el pliegue se recha- 
za hacia arriba, por otra parte, si el 
pliegue de reflexion es muy bajo, por que 
el trabajo haya sido ligero, 0 por que la 
presentacién no esté lo suficientemente 
encajada, entonces la separacién y 
rechazamiento del pliegue peritoneal 
resulta imposible 0 muy dificil. Quiza, 
esto se deba también, asegura Doderlein, 
a diferencias anatémicas personales. Si 
se secciona accidentalmetne el pliegue, 
esto solo no impide el plan operatorio, 
ni significa un fracaso del método, basta 
cerrarlo por uno o dos puntos. Pues 
este accidente es muy distinto, a abrir 
la cavidad ampliamente en la interven- 
cidn transperitoneal, con el peligro de 
que liquido infectado se derrame. Cuan- 
do no se encuentra el pliegue peritoneal, 
después de separar la vejiga de uno de 
sus bordes hacia adentro o sea su parte 
media, entonces no se esta seguro del 
procedimiento extraperitoneal, pues solo 
cuando se le tiene a la vista, el procedi- 
miento es correcto. 

Afirma Doderlein categéricamente, 
que queda excluida toda lesién a la pared 
vesical cuando este desprendimiento se 
hace con cuidado y que no es necesario 
despegar la vejiga hasta la linea media 
o mas alla de ésta, sino que es bastante 
desplazar hacia la parte media el borde 
levantado de la vejiga, lo que no es 
dificil, sin gran desprendimiento de su 
tejido de sostén. La parte del titero que 
queda visible por el hecho de llevar hacia 
adentro la vejiga, corresponde un poco 
hacia afuera de la linea media del titero; 


_ el desarrollo vascular es aqui un poco 


mayor que en la parte media, pero ésta 
en menor proporcién que cerca de los 
bordes uterinos. Aqui surge la segunda 
dificultad: puede haber casos, en que 
existan una 0 dos gruesas venas, entonces 
se ligan y se cortan, hay otros en cambio, 
que los vasos son muy numerosos y 
por ellos no se pondra abrir el ttero, 
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porque la mujer moriria de hemorragia ; 
todo lo que sea aproximarnos a los 
bordes uterinos es peligroso por el ureter 
y los gruesos vasos. 

Otro hecho importante, en la cesdrea, 
para evitar la hemorragia por inercia 
uterina, debe practicarse la intervencidn, 
cuando las contracciones sean todavia 
enérgicas. Y por tltimo, la tercera 
dificultad que consiste, en que siempre 
que se abre la porcién inferior de la 
matriz y principalmente en el método 
extraperitoneal, extraer el feto es menos 
facil que en los casos en que se hace la 
incision, mas alta. Esté recomendado 
usar el foreeps como pinza, hay que re- 
cordar que lo corriente, en estos casos, es 
que la sangre salga en abundancia una 
vez abierto el titero y tal cosa estorba la 
aplicacion, el forceps corriendo peligro 
la madre por la pérdida de sangre. La 
mano, en los casos posibles, sigue siendo 
para mi el mejor instrumento de tracci6n. 

La intervencién se conduce de la 
siguiente manera: Posicién de Trende- 
lenburg, incisién que parte tres o cuatro 
centimetros debajo del ombligo y termina 
sobre el pubis, incindimos la piel, y la 
linea aponeurotica hasta la grasa pre- 
peritoneal, hacer este corte cuidadosa- 
mente para no abrir el peritoneo y le- 
sionar alguna asa de intestino que 
pudiera colocarse en este lugar. Vamos 
a la extremidad inferior de la herida, la 
que llegéd hasta el borde superior de 
la sinfisis, ahora habré que descubrir el 
‘utero, para ello estando la vejiga dis- 
tendida con doscientos gramos de solu- 
cién estéril y muy débil de azul de 
metileno, para lo que se deja en la vejigz 
un cateter en comunicacién con un re- 
cipiente que contenga la solucién; con 
una torunda de gasa, se busea el borde 
de la vejiga, prefiero el izquierdo por 
comodidad, hay que recordarque estamos 
en un espacio desprovisto en una exten- 
sidn de casi cuatro centimetros de peri- 
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toneo, este espacio lo forma la parte 
inferior de la cara anterior de la vejiga, 
arriba tenemos el pliegue parieto vesical, 
vamos al lado izquierdo, borde, de este 
pliegue, y con la torunda de casa, los 
desprendemos hacia la linea media, 
dificilmente pasamos de ella porque esta 
muy adherido, lo desprendido es facil 
por la unién laxa del peritoneo a la 
vejiga. 

No hay que usar en este desprendi- 
miento ni bisturi ni tijeras para no herir 
la pared de la vejiga. Con este re- 
chazamiento hacia la linea media de la 
vejiga descubrimos la porcién inferior y 
anterior del itero, tener presente enton- 
ces, lo que ya dijimos sobre su vascula- 
rizaciOn, porque vamos abrir no exacta- 
mente la linea media de titero sino un 
poco afuera de esta linea, donde hay una 
irrigaciOn mayor, no acerearse por in- 
advertencia cerca del borde uterino; 
ahora buscar el pliegue vesicé-uterino, 
arriba, que como dice Doderlein, se dis- 
tingue como una linea transversal blan- 
quecina, del tejido conjuntivo rojizo. 
Recordar en esta ocasién, lo que ya 
dijimos en cuanto al desplazamiento de 
este pliegue hacia arriba por un trabajo 
del parto efectivo o bien su no des 
plazamiento por una labor insuficiente, 
en este ultimo caso, el pliegue se en- 
cuentra abajo, lo que nos impide abrir 
extraperitonealmente el utero si es que 
no podamos llevarlo hacia arriba; lo que 
se facilita cuando es posible porque la 
union del peritoneo a la porcién inferior 
del utero es muy despegable, tal cosa se 
realiza también con una esponja a to- 
runda de gasa. Con separadores se re- 
chaza hacia el lado correspondiente la 
vejiga y arriba el pliegue peritoneal, a 
los lados los bordes de la herida. Se 
procede entonces a abrir el utero teni- 
endo presente lo que dijimos de su 
vascularizacion, hacer una incision verti- 
cal que empieza debajo del pliegue 
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peritoneal, prolongarla abajo hasta el 
punto extremo del utero descubierto. Se 
puede llegar al orificio externo de 
utero, se secciona pues toda la pared del 
cuello hasta la insercién vaginal, si se 
necesita. 

La hemorragia como en toda cesarea 
es variable; hay veces que sale muy poca 
sangre, otras en que sale mucha, todo 
dependen del desarrollo de los vasos y 
de la insercién de la placenta; no pre- 
ocuparse pretendiendo hacer una hemo- 
stasia imposible, sino evacuar el utero 
rapidamente, para ello quitar la posicién 
de Trendelenburg y poner la paciente 
horizontalmente, si no se puede con la 
mano extraer al feto en presentacién 
cefalica, usar el forceps como una pinza 
si viene de cara meter un dedo a la boea 
y llevar la cara a la linea media en la 
direecién de la seccién, en otros casos se 
le puede tomar por los pies. 

Hecho esto volver al Trendelenburg, 
hacer la limpieza del campo, inyectar en 
musculo uterino una o dos dmpulas de 
gynergeno, antes de abrir el titero de- 
bera ponerse otra intramuscular, extraer 
cuidadosamente la placenta y mem- 
branas. Al sacar el feto los bordes del 
utero se retraen lo que se evita toman- 
dolos con pinzas en T para que no se 
desgarre, tal cosa facilita la extraccién 
de la placenta asi como la sutura de la 
pared uterina para la que se emplearé 


cétgut cromado de veinte dias nimero. 


dos, no comprender en Ja primera sutura 
ni la mucosa no la sero-musculosa sino 
unicamente el tejido muscular, cubrir 
esta sutura con otra sero-muscular, usar 
de preferencia puntos separados a una 
sutura continua. En seguida suturar 
como de costumbre los planos super- 
ficiales. Si hay peligro de infeccién 
mantener canalizado el tejido conjuntivo. 

Considera Latzko que para facilitar la 
Separacion de la vejiga, con una torunda 
de gasa, se desvia hacia la derecha o 
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izquierda, con lo que se consigue muy 
facilmente hacer visible el repliegue del 
peritoneo que la envuelve, pudiendo 
desviarlo integro hacia arriba. De esta 
manera queda deseubierta una pequefa 
porcién de la pared anterior del seg- 
mento inferior del titero.’ Mediante la 
desviacién hacia arriba el repliegue 
peritoneal ya la desviaci6n lateral de la 
vejiga, se puede descubrir una gran parte 
de la pared uterina. Entonces se incinde 
longitudinalmente la pared del cuello 
uterino, la cabeza si es lo que se presenta 
sale por presién o con el forceps. Evi- 
tar las lesiones de la vejiga, las desparra- 
duras de sus venas producen hemorra- 
gias violentas muy dificiles de cohibir. 

Kdward G. Waters, del Hospital de 
Maternidad Margarita, de la ciudad de 
Jersey N. J., ha efectuado sesenta ope- 
raciones de ceséirea supravesical extra- 
peritoneal, sin un solo caso de muerte de 
la mujer. Su técnica hace posible la 
operacién de aquellos casos que no 
puedan intervenirse por los métodos que 
acabo de describir. Waters procede asi: 
Limpieza de la vagina, se pone en la 
vejiga un catéter y se llena con doscientos 
gramos de solucion estéril coloreada con 
azul de metileno, tal cosa no solo tiene 
interés para estar seguro de los limites 
de la vejiga, sino que hace mas visibles 
las facias, transversal y perivesical, la 
diseccién de estas facias, por otra parte, 
es mas facil con la vejiga vacia. Hagase 
una incisiOn en el abdomen que principia 
tres centimetros debajo del ombligo y 
termina sobre el pubis, incisién curva 
paramesial izquiera de Pfannenstiel; 
puede hacerse la incisién en la linea 
media; si es en la linea media dividir 
piel, aponeurosis hasta llegar al tejido 
celular supraperitoneal, evitar lesionar 
el peritoneo o alguna asa intestinal que 
pudiera estar colocada en esta region. 

Identificar hacia abajo de la incisién 
el fondo de saco parieto-vesical, el vértice 
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de la vejiga se reconoce por el desarrollo 
abundante de sus vasos, este repliegue 
peritoneal parieto vesical se continua 
hacia abajo por la facia transversalis 
que termina en el pubis, este espacio esta 
desprovisto de peritoneo, es por donde 
se hace la talla hipogastrica, y tiene mas 
© menos cuatro centimetros de longitud; 
debajo de la facia transversalis existe la 
facia perivesical que principia en el 
pubis, se dirige hacia arriba para 
colocarse detras del repliegue parieto- 
vesical y se continta sobre la vejiga que 
envuelve, cubre su vértice, su cara pos- 
terior, de ahi se refleja sobre la cara 
anterior del cuello uterino y cara an- 
terior del titero, cubre su base para ir 
hasta la cara posterior donde la abando- 
namos porque ya no nos interesa; el 
peritoneo después de formar el fondo de 
saco parieto-vesical cubre el vértice de 
la vejiga que es casi una cara cuando 
esta dilatada, la cara posterior hasta 
cierto punto, en donde se refleja para 
formar el fondo de saco vesico-uterino, 
luego la cara anterior del utero, su fondo, 
su cara posterior y aqui lo abandonamos 
porque como con la facia, ya no nos 
interesa. 

Hago esta deseripceién de las facias, 
para que se comprenda bien el método de 
Waters, pues una vez descubierta esa 
poreién de la cara anterior de la vejiga 
que no tiene peritoneo, y que esta limita- 
da hacia arriba por el repliegue parieto- 
vesical y a los lados por los pliegues 
peritoneales que se forman al cubrir la 
vejiga de arriba abajo dejando descu- 
bierta una gran parte de las dos caras 
vesicales laterales de la vejiga cosa que 
se quiso aprovechar para intervenir ex- 
traperitonealmente en la vejiga. 

Se hace, sobre la vejiga cubierta por la 
facia transversal y la facia perivesical, 
una incisién longitudinal que comprende 
estas dos facias hasta la capa muscular 
de la vejiga que no debe lesionarse, y que 
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principia arriba, inmediatamente debajo 
del repliegue parieto vesical y termina 
abajo hasta el punto més remoto que 
se haya descubierto de la pared uterina 
anterior, en seguida, se hace una in- 
cision transversal equidistante de los dos 
lados de la extremidad superior de la 
incision vertical, de modo que toda la 
incision tiene la forma de una T. Dividi- 
das las dos facias, con el mango del 
escalpelo 0 con una torunda de gasa, se 
despegan de la vejiga y con ellas va hacia 
arriba el repliegue peritoneal, saco 
parietovesical, este despegamiento se 
sigue sobre el vertice de la vejiga hasta 
la cara posterior donde encontramos y 
desprendemos el repliegue vesico- 
uterino, para facilitar tal cosa, ir a 
buscar este repliegue en los bordes, parte 
superior izquierda, se sostiene la vejiga 
con una esponja 0.con gasa separandola 
con cuidado del tejido aerolar. Bien iden- 
tificado el pliegue vesico-uterino se in- 
troduce por debajo de él un dedo de la 
mano izquierda, la bolsa parece un saco 
herniario y hay que mantenerla integra, 
tal cosa ‘‘es la parte més importante de 
la operaci6n,’’ se diseca el ligamento 
vesico uterino con el bisturi y se baja la 
vejiga detras del pibis. Para esta disec- 
cién de las facias hay que vaciar la 
vejiga. Ya tenemos la porci6én anterior 
del titero a la vista, Waters hace una in- 
cision curva hacia arriba, recordando el 
peligro de acercarse a los bordes del 
titero, se puede hacer vertical; volver la 
vejiga a su sitio, suturar con catgut cero, 
las facias, el resto de la operaci6n se 
conduce como en la técnica precedente- 
mente descrita. 

Podemos hacer una demostracién de 
esta intervencién ya que no contamos, 
al menos que yo sepa, con una estadistica 
amplia de cesdreas extraperitoneales 
practicadas en la reptblica, el inteligente 
doctor Manuel Mateos Fournier, ha prac- 
ticado cinco, cuatro por el método Latzco 
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Doderlein, y una por el de J. Ricci, Jefe 
del Servicio de Ginecologia y Obstetricia 
del Hospital Municipal de New York, 
usando la incisién de Pfannestiel, e in- 
cision semilunar del segmento inferior 
del titero. Con el propésito llenar esta 
laguna, de en una comunicacién poste- 
rior nos fundamos por ahora para esti- 
marla en datos obtenidos del extranjero. 

Bumm en 99 casos de cesdrea extra- 
peritoneal de los cuales en 46 la bolsa de 
las aguas tenia de rota mas de doce 
horas, y con temperatura elevada, no 
tuvo muertes imputables a la operacion, 
en 16 casos mas que iba a operar extra- 
peritonealmente no pudo hacerlo por no 
encontrar el repliegue peritoneal. Doder- 
lein en 145 casos principiados extra- 
peritonealmente, en ocho tuvo que hacer 
la cesdrea intraperitoneal por hemorra- 
gias o no haber encontrado el plieque 
peritoneal. Stoeckel public6é 26 casos de 
cesareas extraperitoneales con un sola 
muerte que se atribuyé a la anestesia re- 
quidea. Waters de N. Jersey, ha operado 
60 casos sin una sola defuncién. Las 
muertes por septicemia y por infeccién 
puerperal, no deben apartar la indicacién 
favorable a esta operacién, puesto que de 
todas maneras tendrian tales cosas que 
suceder. Por lo que se refiere a los niios 
vivos, también la estadistica le es favo- 
rable, en 400 ninios obtenidos por Doder- 
lein por la via extraperitoneal, hubo 
solamente 21 muertos a sea una mortali- 
dad de 5.1 por ciento. 


RESUME 


Les parties molles ainsi que Doderlein 
l’a indiqué, peuvent offrir un obstacle 
non négligible a la descente du fétus, et 
méme empécher toute délivrance par les 
voies naturelles. Les difficultés créés 
par les tissus mous parfois égalent 
celles offertes par les malformations 
du bassin osseux. 

Quand l’accoucheur ne s’apercoit pas 
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de la dystocie due aux parties molles la 
parturiente est soumise fréquemment a 
divers examens et a des manipulations 
vaginales dans l’espoir de pouvoir ef- 
fectuer la délivrance par les voies 
naturelles. 

Cette prolongation inutile de l’ac- 
couchement favorise le traumatisme des 
tissus mous, entraine 1’épuisement de la 
mére, et parfois, met en péril la vie de 
la mére et aussi celle de |’enfant. 

C’est dans ces cas infectés, of il y a 
rupture du sac amniotique et asphyxie 
imminente du fétus, surtout si les con- 
tractions utérines sont vigoureuses, que 
la section, césarienne extra-péritonéale 
est indiquée. 

L’auteur préconise la césarienne extra- 
péritonéale quand elle est indiquée. 
Kiventuellement, elle deviendra, malgré 
ses difficultés techniques, l’opération de 
choix, ainse que 1’emploi de la voie lom- 
baire s’est généralisée pour les néphrec- 
tomies. Pour l’auteur, la voie extra- 
péritonéale offre des avantages incon- 
testables. 


SUMARIO 


Se hace resaltar la importancia que las 
partes blandas de la pelvis tiene en el 
descenso del feto, y como pueden ser un 
obstaculo equivalente como asegura Do- 
derlein, a las distocias de la pelvis 6ésea, 
para que el parto se haga dificil y en 
ocasiones imposible. 

Como no se ha dado verdadera impor- 
tancia a estos obstdculos de las partes 
blandas, creyéndose que el alumbramien- 
to se podra realizar, las: parturientas 
sufren frecuentes exploraciones y manio- 
bras vaginales, hasta que la imposibili- 
dad del trabajo compromete la vida del 
nino, de la misma manera que la de la 
madre. Para estos casos de parturientas 
infectadas, con bolsa de las aguas rota y 
estando el feto amenazado de morir por 
asfixia, est& indicada la cesérea extra- 
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peritoneal, que debe practicarse como 
toda cesérea, cuando las contracciones 
uterinas son todavia potentes. 

Por otra parte, esta operacion deberia 
extenderse a todos los casos en que la 
cesdrea esté indicada. Ms una interven- 
cién mas dificil que la que se practica a 
través del peritoneo, pero no obstante sus 
dificultades, tendra que imponerse como 
procedimiento de eleccién, en forma se- 
mejante a lo que ocurrié con la nefrec- 
tomia por la via lombar. La idea de 
Waters, aplicable a todos los casos, sera 
la que prevalezca a las otras que han 
inspirado la cesérea extraperitoneal. 


BpIBoyLbI 

3eCb OCOOeHHO NOAYEPKHYTO 3HayeHHe 
O0./1Ie3HCHHbIX POLOB (dystocia), TIPH4HHeH- 
O0/l@3HeCHHbIX POJOB (dystocia), IPWH4MHeH- 
HbIX HCHOPMaJIbHOCTHMH MAPKHX TKaHeli Ta- 
3a. Kak Donderlein yka3aJl, OHH HHOra Tak 
Ke BAXKHbI KAK MH HEHOPMAJIbHOCTH KOCTHaro 
Ta3a: OHH MelUalwT MpOxosy NWOa HW LaxKe 
ealoT HEBO3MOXKHbDIM HOPMAJIbHbIe POI. 
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Kora akyulep He IIpHHHMaeT BO BHMMa- 
HHe COCTOAHHE MAPKHX YacTeH Ta3a, TO Po- 
*KeHHHILa YACTO NOWBepraeTcA Pa3sHbIM H3- 
C€LOBaHHAM M BJaraJIMU,HbIM MaHHIlyJsA- 
ILHAM B O*KUJLAHHW HOPMAJIbHbIX POLOB. Ta- 
KO€ HallpacHOe VJJIMHEHHE POOB IIpOH3BO- 
QUT OOAbUIYIO TPaBMaTH3allHIO pOOBOrO 
KaHaJia HW MCTOULeCHHe MaTepH, 4YTO HHOTyLAa 
yrpoxaeT *xXH3HH MW MaTepy XH peOeHKa. 

B Takux TO, yXKe 3apaxKeHHbIX, Cy4asAx, 
re O6OJOUKH yxKe MpOpBaHbl MW CO3aHa 
OnmacHOCcTh ac(pHKCHH MOA, A B MpHcyT- 
CTBHH CHJIbHbIX MATOUHDIX COKpallleHHi — 
B 9THX HMeHHO CJly4aHx CyllecTByeT M0- 
Ka3aHhe Ha BHeMePpHTOHeadbHOe KeCapeBO 
ce4CHHe. 

Ilo MHeHHIO aBTOPa TaKOe CeYeHHe OJDK- 
HO ObITb MIPOH3BeEeHO BO BCex HeEOOxOH- 
MBIX Cayuanx. OH yMaeT, 4UTO, HECMOTPA 
Ha OlepaTHBHY!0 CJIO2%KCHHOCTb BHEMepuTo- 
HeaJibHaro KecapeBa Ce4eHHA, OHO CeJaerT- 
CH TAKUM Ke OOULEMPHATHbIM Me€TOJOM, KaK 
ClewalOCb MOACHHYHOeR YaeHHe MOUKH. 

Bo Bcex caly4anx KOTOpbie npHOeralwrT K 
BHEMMePpHTOHeaJIbHOMY KecapeBy Ce4eHHH, 
HYXKHO PYKOBOJMTbCH HAeeH Waters’a, Tak 
K@K OHa IIPHMeCHHMa KO BCeM CJly4asM. 
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The staggering news that our beloved Past President 
and devoted friend 


DOCTOR FRED H. ALBEE 


died, reached us as we go to press. 
issue of the 


details in the next 


Further 
Journal. 
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The Role of Medical Practice, 


Its SHARE IN THE Success or THE ALL-OUT War HKrrort, anp Its Future 
Puace in THE Unroupinc Prostems or Lire and GOVERNMENT 


OVE ONE ANOTHER. During 
the last four thousand years, there 
have been but two hundred sixty- 

eight vears of peace, despite more than 
eight thousand peace treaties. (This 
was reported by the Society of Inter- 
national Law, London, June 18, 1943.) 

This global war, this universal conflict 
we are witnessing, is trying the souls 
and sinews of the: human being, friend 
and foe, because of its insane origin, 
needless sacrifices, savagery and cru- 
elty, unparalleled in the world’s history, 
staggering the imagination and blotting 
out all sense of perception, reasoning 
and judgement. 

Out of blood and pain and mass de- 
struction we are, with it all, salvaging 
acts of heroism and valor, faith and 
fervor, recognition of spiritual realities 
and moral principles.. From the hum- 
blest fighter, in the ranks, to the most 
brilliant military and political leaders, 
liberal recognition has been accorded 
for their deeds, with promotion in rank 
and honors, while in shadows of battle, 
with the combat man, we see the spirit- 
ual chaplain, the surgeon and the nurse 
ministering to the needs of the fallen 
brother as never before in recorded or- 
ganization of First Aid in the line of 
danger, with resulting salvation of life 
of the fighting men, ultimately return- 


ing to efficiency the largest percentage 
of the sick and wounded. 

The man of medicine fits in the or- 
ganization of military regulations and 
efficiency with full-hearted abnegation 
and devotion, for we never hear of acts 
of insubordination or failure of duty in 
the ranks of the medical services of our 
armed forces and the contribution of 
the medical codrdination to war ‘effi- 
ciency in the man power by the funda- 
mentals of preventive medicine and 
sanitation and by the early application 
of methods of first aid and quick trans- 
portation of the sick and wounded to 
adequate facilities of nursing and medi- 
‘al care. These, all together, have 
stamped out major war epidemics in 
armies, civilian hardships and_ sick- 
ness in war torn communities, thanks 
to the alertness and selflessness of the 
man in white. 

A large share of incalculable value is 
due to the medical profession in the 
service of the nation at war, and when 
peace again is God-given to us, let the 
men of our science be weleomed back to 
their labors to further the fruits of their 
experiences and research for the benefit 
of humanity. 

The man of medicine belongs squarely 
to the army of defense against disease 
and preservation of the health and vigor 
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of mankind and, through science, of all 
animate life as well, hence the need and 
wisdom of segregating medical practice 
to the dignity and ethics traditionally 
inherent in the medical profession. He 
has and will always serve his govern- 
ment and fellow men in peace and war 
to the best of his ability but, if he is to 
survive destructive influences which 
seek to regiment his professional work 
to ideologies of political power, the 
progress of medical science will be re- 
tarded by subjugation of its essential 
liberties, its originality and genius, to 
limitations and restrictions based on 
false premises of equalization and the 
lure of justice under centralized power 
and control, engendering class distine- 
tion and favor under guide of Utopian 
protection. 

The medical man’s proficiency is in- 
compatible with political token for 
service, and though his professional in- 
tegrity does fit him with the highest 
quality of citizenship, in the annals of 
medical history we have instances of 
great service to the state by leaders of 
medical science, such as Rudolf Vir- 
chow, as High Councillor of the German 
Bundesrat, and that of the Chief Sur- 
geon of the Grand Army of Bonaparte, 
Baron Larrey, of whom the Emperor 
spoke as ‘‘the most honest man he had 
ever known’’; these are but two out- 
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standing personalities among legions 
who have given quality of service in 
peace and in war while in political 
favor, without the sacrifice of their 
medical genius and devotion. 

When peace again is with us, count- 
less problems and unpredictable devel- 
opments will try the judgment and 
balance of man to the utmost degree and 
in the solution of post war conditions, 
the freedom and initiative of the medi- 
‘al profession in its organized activities 
will be the more effective and construc- 
tive in the maintenance of health stand- 
ards and of medical education if called 


“upon by the state for collaboration and 


guidance, rather than for the regimenta- 
tion of its fabric to political football 
under centralized control. 

Very serious phases demanding ex- 
pert judgment and freedom will come 
for management and solution in the in- 
terest of the returning armies in which 
medical criterion and experience must 
exercise leadership and control. 

The Fellowship of the International 
College of Surgeons, already in great 
numbers serving in all branches of the 
armed forces, eagerly looks to full 
participation in all tasks assigned to it 
by post-war necessities, in full collab- 
oration with the authorities and in pur- 
suit of the principles of the greatest 
good for the greatest number. 

Destper1i0 RoMAN 


Penicillin—Latest Chemotherapeutic Agent 


ENICILLIN, the latest chemother- 
Prveniic agent, was the culmination 
of Alexander Fleming’s life-long 
search for bacterial inhibitors. It is an 
organic acid which reacts chemically to 
form salts and esters. 
Fleming first reported in 1929 that 
the mold Penicillium notatum inhibited 


bacterial growth. R. J. Dubos’s investi- 
gations of antibacterial effect of an 
extract of soil bacillus followed, the 
results being published in 1939. This 
renewed interest in antibacterial agents 
of biologic origin. In England H. W. 
Florey and associates perfected the drug 
sufficiently to permit clinical use. 
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Florey, while on a visit to the United 
States, drew the attention of the 
National Research Council to the possi- 
bilities of this drug. The range of 
organisms affected by penicillin is selec- 
tive, though wide, including nearly all 
staphylococci, gonococci, meningococci 
and Micrococci catarrhalis. 

Optimal dosage for each type of in- 
fection has not as yet been determined. 
It varies depending on the type and 
severity of the infection from 40,000-— 
50,000 Oxford units a day to 100,000- 
120,000 Oxford units a day. 

Local, intravenous or intramuscular 
administration is recommended, depend- 
ing on convenience, practicality and com- 
fort of the patient. 

In August 19438 a report was published 
by the Committee on Chemotherapeutic 
and Other Agents of the National Re- 
search Counci, based on results obtained 
with penicillin in 500 cases of various 
types of infection by 22 groups of 
investigators. 

Certain facts were brought out by this 


investigation: 


1. Staphylococcic, gonococcic, pneu- 
mococcic and hemolytic-streptococcie in- 
fections respond to penicillin, and it is 
of particular value in sulfonamide- 
resistant gonococcie infections. 


2. Results in bacterial endocarditis 


are disappointing. 


3. In staphylococcic infections, a total. 


of 500,000 to 1,000,000 Oxford units over 
a period of 10 days to two weeks is 
required for the average patient, be- 
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ginning with 10,000 units every two or 
three hours. 

4. In sulfonamide-resistant cases of 
gonorrhea, satisfactory results are ob- 
tained within forty-eight hours with 
100,000-—160,000 units. 

5. The use of 100,000 units over a 
period of three days usually brings 
recovery in pneumococcic pneumonia. 

6. Injection directly into the pleural 
cavity or subarachnoid space is advised 
in treatment of empyema or meningitis. 

Since this report, more than 3000 
cases have been treated with essentially 
the same results. 

The effectiveness of penicillin in treat- 
ing infected wounds and gas gangrene 
make it of especial value on the battle- 
field. Excellent results have also been 
obtained in cases of ocular infections, 
mastoiditis, meningitis, syphilis and 
gynecologic infections. 

It is contraindicated, not because it is 
injurious to the patient but because it 
is ineffective, in all gram-negative 
bacillary infections, in tuberculosis, 
acute rheumatic fever, Hodgkin’s dis- 
ease, leukemia, ulcerative colitis, ma- 
laria, poliomyelitis, blastomycosis, virus 
infections and cancer. 

At present penicillin is available in 
two salts: penicillin sodium and peni- 
cillin calcium. 

Further investigation will afford more 
information in regard to dosage and 
undoubtedly will furnish a greatly wid- 


ened field of use. 
M, °F. 
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CHINA CHAPTER 


News has been received from the 
recently organized China Chapter of the 
International College of Surgeons giv- 
ing detailed information concerning: its 
officers, whose photographs and cur- 
riculum vitae appear. below. 


DR. JAMES K. SHEN 


Dr. Shen, F.1.C.8., was born in 1898. His medical 
education was obtained at the School of Medicine, 
Western Reserve University, Cleveland, Ohio, from 
which he obtained his M.D, in 1924. Dr. Shen served 
as Intern, Lakeside Hospital, Cleveland (1924-26) ; 
Assistant Resident Surgeon, Peiping Union Medical 
College (1926-27) and Chief Resident Surgeon 
(1927-29); Chief Surgeon, Methodist Hospital, 
Wuhu (1929-30); Vice-Director and Head of Sur 
gical Dept. of National Central Hospital (1936-41) ; 
Dean, Army Medical College (1934-36). At present 
Dr. Shen is Vice-Director, National Health Adminis- 
tration of the Executive Yuan; Honorary Professor 
of Surgery and Honorary Head of the Surgical 
Department of National Shanghai Medical College; 
President of the Chinese Medical Association. Dr. 
Shen is President of the China Chapter of the Inter- 
national College of Surgeons. 

Dr. Shen is the author of several communications 
to scientific publications: ‘*Tea in the Treatment 
of Burns’’; ‘‘ End-to-end Aseptic Intestinal Anasto- 
mosis’’; ‘*The Application of Matas’ Principle in 
the Treatment of Varicose Aneurysm’’; ‘‘ Diagnosis 
of Acute Appendicitis’’; ‘‘Erythromelalgia.’’ 


EUGENE CHAN 


Dr. Chan, a graduate of Boston University School 
of Medicine in 1927, was born in China, December 22, 
1899. He holds the degree of B.S. (1925); M.D. 
(1927); D.N.B. (U.S.A.) 1930 and American Board 
of Ophthalmologic Examiners (1931). Dr. Chan’s 
past appointments include: Adolph Lewisohn Fellow, 
Johns Hopkins University (1929-34); Assistant in 
Ophthalmology, Johns Hopkins University (1932-34) ; 
Head, Dept. of Ophthalmology, Cheeloo University 
and Hospital (1934-39); Chief, Tsinan Rotary Eye 
Clinic (1937); Visiting Professor, National Central 
University (1942); Visiting Ophthalmologist, Fu 
Chen Memorial Hospital (1942-43). His present 
appointments are: Professor of Ophthalmology, West 
China Union University (1939); Head, Department 
of Ophthalmology, United Hospital of Associated 
Universities (1938); Visiting Ophthalmologist, Cen- 
tral Military Academy Hospital (1942); Visiting 


Professor, Yenching University, 1943. Dr. Chan is 
Vice-President of the China Chapter of the Inter- 
national College of Surgeons. 

The medical publications of Dr. Chan inelude 
numerous articles in English, Chinese, German and 
Spanish, as well as a book in Chinese, Diseases of the 
Eye, written in collaboration with Dr. D. S. Shen. 


DR. GORDON KING 


Dr. King was born in England in 1900. He was 
graduated from London Hospital Medical College, 
University of London, 1924. In addition he holds 
the following degrees: M.R.C.S. (Eng.), L.R.C.P. 
(Lond.), 1924; F.R.C.S. (Eng.), 1926; F.R.C.O.G., 
1931. Dr. King has been House Surgeon, London 
Hospital (1924-26), Associate in Obstetrics and 
Gynecology, Peiping Union Medical College (1927- 
31); Prof. of Obstetries and Gynecology, University 
of Hongkong (1938-41). Since 1942 Dr. King has 
been Visiting Professor and Head of the Department 
of Obstetrics and Gynecology, National Shanghai 
Medical College, Chungking. Dr. King is Executive 
Secretary and Treasurer of the China Chapter of 
the International College of Surgeons. 

Dr. King’s publications include: ‘‘The Value of 
the Levulose Tolerance Test for Hepatic Efficiency in 
the Diagnosis of Pregnancy Toxemia’’; ‘‘Eclampsia 
in Chinese Patients: A Study of 33 Cases’’; ‘‘The 
Tubal Factor in Sterility among Chinese Women’’; 
“The Diagnostic and Therapeutic Value of Utero- 
tubal Insufflation’’; ‘‘Utero-tubal Insufflation, an 
Analysis of the Results of 635 Insufflations Per- 
formed by the Kymographie Method.’’ 


CHARLES CHANG 


Dr. Chang is a native of China. He was born 
January 18, 1895. He attended Mukden Medical 
College, Mukden, Manchuria, from which he was 
graduated in 1919. Dr. Chang was Professor of 
Anatomy and Surgery, Mukden Medical College 
(1930-35), and Professor of Anatomy, Medical Col- 
lege, Central University (1936-40). At present he is 
Chief Surgeon, National Northwest Hospital (1941) 
and Professor of Anatomy and Surgery, National 
Northwest Medical College (1941). Dr. Chang is 
a Member of the Board of Governors of the-China 
Chapter of the International College of Surgeons. 
Dr. Chang has written a number of articles on 
surgical subjects, among them: ‘‘Some Experiences 
in Skin Grafting’’; ‘‘Hyperabduction Methods in 
Reducing Old Standing Dislocation of the Shoulder 
Joint’’; ‘‘Phrenicectomy in the Treatment of Pul- 
monary Tubereulosis’?; ‘*The Orr Treatment of 
Osteomyelitis and Compound Fractures’’; ‘‘Some 
Observations on Northern Chinese Skulls’’; ‘‘ Bladder 
Stone in Manchuria.’’ 
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Top row, left to right: 
President; Dr. Gordon King, Secretary and Treasurer. 


Chinese Chapter officers. 


M. L. Hu, Charles Chang. 


HENRY I. CHEN 


Dr. Chen was born in 1901 and was graduated 
from Peiping Union Medical College in 1928. Dr. 
Chen’s past and present appointments are: Chief 
Surgical Resident (1931-32) and Associate, Dept. 
of Surgery (1932-34), Peiping Union Medical Col- 
lege; Visiting Surgeon, Hospital for Ruptured and 
Crippled, New York (1935-36); Visiting Surgeon 
(1934-35) and Head of Surgical Department (1936-— 
88), Central Hospital, Nanking; Head of Surgical 
Dept., College of Medicine, National Central Uni- 
versity, 1940. Dr. Chen is a Member of the Board 
of Governors of the China Chapter of the Inter- 
national College of Surgeons. 

Dr. Chen has written: ‘‘Composite Tumors of 
Salivary Glands’’; ‘‘ Ankylosis of Jaw’’; ‘* Associa- 


Dr. Eugene Chan, Vice-President; Dr. 
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James K. Shen, 


Bottom row, left to right: Drs. Henry I. Chen, 


Members of the Board of Trustees. 


tion of Intra-thoracie Lesions with Osteo-arthritie 


Tuberculosis. ’’ 


M. L. Hu 


Dr. Hu was graduated in medicine from National 
Peiping Medical College (1921) and Harvard Uni- 
versity School of Medicine (1923). Dr. Hu is at 
present a member of the Head, Ear, Nose and Throat 
Department of Central University Medical College. 
He served previously as Associate in Oto-Laryngology, 
Peiping Union Medical College and Graduate Assist- 
ant in Massachusetts Eye and Ear Infirmary, Boston. 
Dr. Hu is a Member of the Board of Trustees of 
the China Chapter of the International College of 
Surgeons. 
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Volume I, 1942, of the Annals of the 
Institute of Experimental Surgery is 
dedicated to Dr. Manuel Corachan 
Garcia, F.1.C.S., and the réle he played 
in the founding of the Institute of 
Experimental Surgery of Caracas. 

A vivid editorial describes the meet- 
ing in Paris between Dr. Corachan, then 
a refugee from Spain, and Dr. Rafael 
Ernesto Lopez, Minister of Education 
from Venezuela, as the result of which 
Dr. Corachan went to Venezuela in the 
middle of 1937. There he founded the 
Institute of Experimental Surgery, thus 
initiating a new era of medical progress 
in Venezuela. 

In the obituary notice which follows 
is mentioned the Corachan award, con- 
sisting of a monetary grant, a diploma 
and the publication of the prize winning 
thesis, donated by Dr. Corachan to the 
Institute of Experimental Surgery. 

On learning of the death of their 
Spanish Regent (Corachan), the Inter- 
national College of Surgeons adopted 
a resolution, published in the Anales, 
to establish the Manuel Corachan Garcia 
oration, to be given at each International 
Assembly. Dr. Herman de las Casas, 
Caracas, was chosen to deliver the ora- 
tion at the Fourth International Assem- 
bly, but delegated the task to Dr. Rafael 
Ernesto Lopez. 

Prof. J. Rojas Contreras describes 
in this volume the newly created chair 
of Surgical Technic established in the 
Institute of Experimental Surgery. 

There follows a description of the pur- 
poses and tasks of the Institute, deliv- 
ered by Dr. Manuel Corachan, October 
16, 1939. Corachan believed that mere 
knowledge of anatomy and the acquisi- 
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Thrombosis of Otitie Origin’’; ‘‘Chronic Frontal 
Sinusitis. ’’ 





tion of factual knowledge was not suf- 
ficient to form a surgeon of skill with 
clear judgment. Oral teaching should 
be supplemented by manual skill and 
mental development ; anatomy, by physi- 
ology and pathology. The student 
should have experience in surgical 
clinics and acquire dexterity by practice 
on lower animals and cadavers. 

The Institute is under the director- 
ship of Dr. Herman de las Casas, 
F.LC.S., who is known to our readers 
as an energetic, noteworthy outstanding 
member of our organization. His organ- 
izing ability and ‘‘stick-to-itiveness’’ 
are well known, and his ideals as well 
as his ingratiating personality have 
attracted to him many admirers and 
devoted friends. 

Space does not permit entering into 
a discussion: of all the excellent papers 
embodied in this opus, but a brief out- 
line may be in place here. Professor 
Rojas discusses ‘‘The Chair of Surgical 
Technique in the Institute of Experi- 
mental Medicine.’’ His analysis of the 
work done is enunciated and an outline 
for future activities sketched. 

This is followed by an article on ‘‘Gas- 
tro-enterostomy,’’ by Ignacio Com- 
bellas. It opens with an introduction 
and is followed up in the second part 
by a historical review of gastric surgery 
in Venezuela. The statistical study of 
the various forms of surgical procedures 
is illuminating. This is followed by a 
description of the history of posterior 
gastro-enterostomy, its technics, com- 
plications and how to remedy them. The 
third part of the work begins with an 
evaluation of the information gained 
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from experimental studies in this con- 
nection. This is very thorough, as are 
the other parts of the article, 2e., it 
begins with the preuperative care, anes- 
thesia, selection of animal instrumen- 
tarium, materials used, postoperative 
care, x-ray studies and record of x-ray 
findings. This is followed by various 
technics of the operation used, which 
are illustrated, and a summary of 
results charted. The conclusions are 
briefly as follows: (1) the fundamental 
dangers of gastro-enterostomy are: 
hemorrhage at the stoma; disruption 
of the suture; necrosis of the jejunum 
(if it is not opened at the proper level) ; 
necrosis of the transverse colon through 
ligature of its blood supply. (2) Peri- 
tonitis was only exceptionally observed, 
and, in the case of the dog, a good oper- 


ative field was sufficient to prevent peri-' 


tonitis. (3) To protect the operative 


field, it is sufficient to have a large 
compress between the stomach and the 
jejunum across the future proposed 
anastomotic opening. (4) The compress 
can be used to raise the zone of anas- 
tomosis and permit thorough inspection 
of the corners. (5) Good hemostasis is 


essential. (6) Two suture lines are 
usually sufficient. (7) The surgeon 
should pay particular attention to the 
beginning of the suture. (8) To guar- 
antee the solidarity of the corners, the 


authors recommend not to terminate a | 


suture in any corner, but to bring the 
thread through the middle of the last 
stitch and to anchor each suture on the 
anterior surface. (9) Posterior gastro- 
jejunostomies the authors consider more 
dangerous than the anterior form of the 
operation. (10) To facilitate execution 
of the operation in the dog, one may fix 
the stomach to the colon with one or 
two interrupted sutures. (11) If the 
stoma is well situated, it functions nor- 
mally. (12) Dogs frequently succumb 
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a month following gastrojejunostomy 
without the cause being known. (13) The 
mortality of gastroenterostomy is 
closely related to the perfection of 
operative technic. 

A splendid article on ‘‘Renal Cireu- 
lation after Compression of the Renal 
Artery, by Goldblatt’s Method,’’ by Dr. 
Frank P. Corrigan, F.A.C.S., F.I.C.S. 
(Hon.), is an illuminating contribution. 
It summarizes the influence of the cireu- 
lation of the kidney upon hypertension. 
In the experimental animal, Corrigan 
caused a rise of the blood pressure by 
partial ligature of the renal artery. 

The established hyperpiesis is then 
corrected by an attempt to straighten 
out the tortuosity of the renal vein. 
This is accomplished by a nephropexy. 
An ingenious explanation is offered: 
Constriction of the artery by reason of 
changed conditions, creates capillary 
dilatations, while straightening the renal 
vein tends to deplete the capillaries. 

An illuminating article on ‘‘Surgery 
of the EKsophagus,’’ based upon experi- 
mental and clinical studies is contributed 
by Dr. Mario Mazzei Uzcategui. Here 
also various phases of this important 
question are entered into and discussed. 
A very systematic course is pursued 
here, and various pathological condi- 
tions affecting the esophagus are evalu- 
ated from clinical and experimental 
deductions. 

This paper has four divisions: first, 
historical aspects; second, anatomy and 
surgical anatomy; third, various forms 
of surgical and nonsurgical treatments, 
comprising such operations as esopha- 
gectomy, esophagogastrostomy, surgery 
of diverticula and stenosis of the esoph- 
agus; the fourth section embodies the 
research work done on lower animals 
and the results obtained from operations 
performed on 21 dogs. The author con- 
siders submucous esophagoplasty the 
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best procedure. He records seven suc- 
cesses on lower animals and cites two 
‘vases on human beings performed at 
the Vargas Hospital. 

Of course the scholarly article by the 
late Prof. Corachan on the Institute has 
been already alluded to above. It is a 
penetrating evaluation of the work of 
the Institute. 

This section is followed by an article 
on ‘‘Anesthesia and Experimental Sur- 
gery’? by Dr. Ricardo Baquero Gon- 
zalez, the Associate Director of the 
Institute of Experimental Surgery. The 
various drugs used are described, the 
methods of inducing anesthesia are dis- 
cussed and some very pointed, practical 
deductions are drawn. 

A timely contribution is that of Dr. 
Knrique Zamora Conde on ‘‘Wounds 
and Sutures of the Cardiac Musele.”’ 
Like the other contributions to this fine 
volume, this is also extremely pains- 
taking and thorough, pointing out the 
various forms of cardiac wounds and 
the methods of their repair, following 
‘rardiographice studies showing results 
and reactions. These conclusions are 
drawn from the experimental work on 
13 dogs. Klectrocardiograms were taken 
before injury and every two hours after 
infliction of the wound. Smaller wounds 
produce occasionally a monophasic alter- 
ation of the tracing. Besides the altera- 
tions of the Pardee curve there are other 
changes which have been discussed. The 
usually employed operative technics are 
discussed and evaluated. Of the 13 dogs, 
9 died. Infection was responsible for 
mortality in the majority of cases. The 
local use of sulfonamides has seemed 
satisfactory. 

A valuable study on ‘‘Nephropexy’ 
in dogs is contributed by Francisco 
Baquero Gonzalez. Here also a sys- 
tematic approach to the subject is noted. 
From experimental studies using all 
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methods to which the animals were sub- 
jected, the author concludes that the 
‘apsular technics of Marion and Albar- 
ran are best. 

This fine volume coneludes with an 
article by Dr. R. D’Arago Flores, an 
experimental study on the treatment 
of the appendiceal stump in appendec- 
tomies. It seems that these fine workers, 
all of them, are imbued with the spirit 
of exactitude and follow a systematized 
method of approach. The author of this 
last article has used 27 dogs as experi- 
mental material and resorted to three 
different types of treatment of the 
appendiceal stump. In 12 eases it was 
ligated and left free in the abdominal 
‘avity. He observed that after 24 to 96 
hours all had necrosis of the stump, 
adhesions and purulent collection. Other 
animals were sacrificed after the seventh 
day. They had strong adhesions and 
good healing of the stump. In 8 the 
stump was ligatured and inverted by 
a double purse-string suture. An 
abscessed pouch was found in 6 after 
48, 72 and 96 hours, besides hemorrhagic 
infiltration and ulcerations of the cecum. 
The other two dogs, who were sacrificed 
after 8 and 10 days, revealed adhesions 
and good healing. Both conditions were 
present in a dog reoperated on on the 
fourth and eighth days. In seven ani- 
mals the stump was included in the 
pouch without ligature. In five animals, 
after 98 hours, the same hemorrhagic 
and ulcerous conditions were present, 
followed by perfect healing after five 
to seven days. The author concludes 
that the series of cases operated on is 
too small to draw any final conclusions. 

This book embodies a wealth of 
worth-while material and should be 
perused by all progressive surgeons. 
It is of great value from a number of 
standpoints: (1) It exemplifies the sci- 
entific spirit that pervades the Institute 
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of Experimental Medicine of Caracas. 
(2) The bibliographies, the historical 
studies and the thoroughness of the 
work are exemplary. (3) Finally, if 
placed in the hands of the young sur- 
geon, it will act as a stimulus not only 
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to him, but to other institutions where 
scientific surgery is practiced. The 
director of this fine organization and 
his co-workers are holding the beacon 
light of progress high. They are setting 
a fine example for others to follow. 


MEXICAN CHAPTER 


Prof. Dr. Gustavo Argil, F.I.C.S. 
(H.C.), has been named corresponding 
member of the Society of Internal Medi- 
cine of Buenos Aires. 

The Eduardo Licéago Medal has been 
conferred on Dr. Bernardo J. Gastellum, 
F.1.C.8., of Mazatlan, Mexico, in recog- 
nition of his distinguished services lent 


to the Dept. of Public Health of the 
United States of Mexico. 

Prof. Antonio Torres Estrada, F'.I.C.S., 
Specialty Regent in Ophthalmology of 
the Mexican Chapter of the Interna- 
tional College of Surgeons, has just been 
named director of the Hospital of 
Nuestra Sefiora de la Luz. 


U.S. S. R. 


Recently the Moscow State University 
celebrated its opening session on scien- 
tific progress. Felicitations were sent 
by the International College of Sur- 
geons. Prof. Ilya Jalkin, Director of 


the Moscow State University replied 
by cable, extending the thanks of the 
Moscow State University for the mes- 
sage sent by the International College 
of Surgeons. 


-UNITED STATES CHAPTER 


Dr. Max Thorek, International Gen- 
eral Secretary of the International Col- 
lege of Surgeons, has announced the 
inclusion in his will of a provision for 
the establishment of a fund which he 


has bequeathed to the United States. 


Chapter of the International College 
of Surgeons, to afford aid to medical 


students who find themselves financially . 


distressed during the course of their 
studies. To the central body of the 
International College of Surgeons, Dr. 
Thorek is bequeathing all royalties 
accruing from his writings. This repre- 
sents a substantial sum, and will be 
perpetuated by members of the College 
who will continue to republish his works, 
the funds thus derived to go into the 
general fund of the International Col- 
lege of Surgeons, for certain specific 
purposes which will be announced later. 
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The Wisconsin Guild held its annual 
meeting on September 18 at Milwaukee, 
Wisconsin. Dr. Samuel Higgins pre- 
sented a paper on ‘‘The Role of the 
International College of Surgeons in 
Postwar Training.’’ This was followed 
by an interesting discussion of postwar 
problems in surgical training. The 
meeting was well attended. 

Dr. Alfred A. Strauss, the Illinois 
State Regent of the United States 
Chapter of the International College of 
Surgeons, has been appointed a member 
of the Chicago Recreation Commission 
by Mayor Kelly. Dr. Strauss is senior 
surgeon at the Michael Reese and Mt. 
Sinai Hospitals of Chicago. He was 
born in Germany in 1883 and educated 
at the University of Washington and 
Rush Medical College. His post-gradu- 
ate study was done at the Universities 
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of Vienna and Heidelberg. Dr. Strauss 
is particularly known for his contribu- 
tions to gastro-intestinal surgery. 


Dr. Alfred A. Strauss 


Lt. Comdr. Morris Weintrob (MC), 
USNR, recently advanced to Fellowship 
in the International College of Surgeons, 
has sent the Journal a free verse expres- 
sion of his sentiments on the eve of his 
embarkation for overseas duty. We are 
reproducing it below. 


PRE-EMBARKATION LEAVE 


Once more 

I’ve said goodbye to those I love 
As thrice before. 

But, this time, soon 

I’ll sail beyond the sea. 


’Twas nice, indeed, 

To spend a leave at home 
Where reveille and taps 
Are never heard. 
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But days flew by 

At e’er increasing speed. 
The flight of time 

Could no way 

Be deterred. 


Disturbing thoughts 
Throughout the day and night 
Play havoe with 

My equanimity. 

Shall I come back, 

If fortune says 

"Twill be, 

Whole in body and soul 

To a future really free? 


Or will there be ahead 
The same uncertainty ? 


And will I need to grieve, 
Because, in days to come, 
My daughters’ full grown sons 
Will sail beyond the sea? 

M. W. 

















Lt. Comdr. Morris Weintrob 


The Guild Meeting of District No. 3, 
comprising Delaware, New Jersey and 
Pennsylvania, was held in Philadelphia 
on Feb. 14. Clinics were held in the 
various city hospitals. The Organiza- 
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tion Meeting for the election of officers District Regents are being encouraged 
of the Guild was followed by a dinner. _ to hold these meetings. 


ENGLAND 


Mr. James F. Brailsford, F.I.C.S. 
(See p. 418, Journal of the International 
College of Surgeons, Sept.—Oct., 1944) 
of Birmingham, England, outstanding 
British radiologist, has arranged to give 
a series of lectures on ‘‘The Radiology 
of Bones and Joints’’ at the request of 
the medical personnel of the American 
and British overseas army. Lectures 
will be delivered at one of the hospitals 
or at Birmingham University. Mr. 
Brailsford, who is a member of the 
Royal College of Physicians and the 
Royal College of Surgeons, has twice 
been Hunterian Professor of the Roval 
College of Surgeons. Consulting radi- 
ologist to all the municipal hospitals of 
Birmingham, Mr. Brailsford is also the 
author of ‘‘The Radiology of Bones and 
Joints,’’ now in its‘ third edition. Dr. Karl Craig 


IN MEMORIAM 
EARL B. CRAIG, M.D., F.A.C.S., F.LC.S. 


Dr. Earl B. Craig, Fellow of the International College of Surgeons, died on 
December 17, 1944, following an illness of three months. Dr. Craig was 64 years 
old. He graduated in medicine in 1906 and his post-graduate work was done at Jeffer- 
son Medical College (1908) and in Vienna. For ten years Dr. Craig was Prof. of Gyne- 
cology at his alma mater, which department he headed at the time of his death. 
His medical affiliations include: Philadelphia County Medical Society; Pennsylvania 
State Medical Society; American Medical Association; American College of Surgeons 
and the International College of Surgeons. Dr. Craig was certified by the American 
Board of Obstetrics and Gynecology. He was one of the pioneers of the Interna- 
tional College of Surgeons, having been elected to Fellowship in 1937. He was chair- 
man of the original Cap and Gown Committee. Dr. Craig left no survivors. With 
his passing the College has lost a staunch supporter, a valued member and devoted 
friend. 








PEN PICTURE 


of 


PROF. DR. HUGO PICARD 


Dr. Hugo Picard, who was awarded a 
Fellowship in the International College of 
Surgeons this past year, was born at Kon- 
stanz-on-Bodensee, December 15, 1888. His 
secondary education at Konstanz was followed 
by a medical course at the Faculties of Medi- 
cine of the Universities of Munich, Berlin 
and Heidelberg. Dr. Picard received his 
doctorate in medicine from Heidelberg Uni- 
versity in 1913, and the following year held 
the post of Probationer at the Heidelberg 
Faculty. 

During the First World War Dr. Picard 
served as a military physician in the German 
Army. Then for one year he was assistant 
to Prof. Schmieden at the surgical clinie of 
the University of Frankfurt-on-Main, and 
from 1919-29, assistant, then chief doctor, of 
the surgical clinic of the University of 
Charity, Berlin (Prof. Hildebrand, Prof. 
Sauerbruch). His numerous duties at this 
time also included an instructorship in sur- 
gery at Berlin University. 

Professional advancements followed rapidly 
in Dr. Picard’s career. From chief surgeon 
of the surgical section and medical director 
of the new Polyelinie of the Jewish Com- 
munity of Berlin (1929) and_ professor 
extraordinary of surgery at Berlin University 
(1930), Prof. Picard became chief surgeon of 
the Jewish Hospital, Cairo (1935). 

Medical affiliations include membership on 
the Committee of the Royal Society of Medi- 
eine of Egypt, the Scientifie Committee of 
the Medical Press of Egypt and the Com- 
mission of Medical Judges for Accidents to 
Workmen (election for this position being 


made by the Ministry of Public Health of 


Egypt). 
Dr. Picard has made many fine contribu- 


Dr. Hugo Picard 


tions to surgical literature, covering such sub- 
jects as breast plastics, fractures, anesthesia, 
caneer, nephrectomy, hysterectomy and chole- 
cystectomy without drainage, to mention but 
a few. An article on ‘‘ Prophylaxis and Treat- 


ment of Thrombosis by Temparin’’ will 
appear in an early issue of the Journal of 
the International College of Surgeons. 


mp 





NEW BOOKS 





The Proceedings of the Institute of Experimental Medicine for the Study 
and Treatment of Cancer, recently published by Dr. A. H. Roffo,* is a magnificent 
compendium of the work of the Institute, copiously embellished by excellent 
photographs and drawings. Initiated in 1909 by experimentation with tumors in 
rats, the Institute of Experimental Medicine now enjoys a reputation unexcelled 
in Argentina or any other country. 

On Nov. 7, 1922 the Institute opened its doors with a single building with 
60 beds, which has grown to an institution comprising 14 buildings, including 
laboratories, dispensary and school of nursing. The number of patients treated 
has reached the significant total of 120,000. 

The work of the Institute includes the following activities: medical, medico- 
social, teaching, school of nursing and training of specialized personnel. The 
medical work in carcinoma consists of a diagnostic dispensary, treatment of 
ambulatory patients and hospitalization of cancer patients. Public lectures and 
radio broadcasts supplement the work of -the Institute, which also participates in 
International Cancer week. 

Improved diagnosis is responsible for the enormous increase in the number 
of cases detected in the early stages of development. In 1924 the percentage of 
patients coming to the Institute for medical consultation from one to three 
months after the first symptoms were noted was 3.15; by 1943 this figure had 
increased to 69.66, or approximately 70 per cent of the total number of cases 
treated. An analysis is made for the years 1940-43 of the number of patients 
treated, according to types of carcinoma. 

The relationship of cancer and sex: is treated at length and morbidity figures 
given for males and females for the years 1926-43, the latest figures given being 
06.54 per cent occurrence in females and 43.45 per cent in males. Percentages 
are also given for morbidity according to localization and sex for the years 
1941-43. 

Tables follow for clinical examinations according to localization, as well 
as for figures on the histologic type and localization of tumors which are 
observed in the biopsies of the Institute and other hospitals. 

__ Various treatments in use in the Institute include roentgen therapy, both 
high and low voltage, radium, radon and surgical treatment. Types of 
equipment and methods of application are given and results charted. 

Part IV of this instructive volume consists of considerations of various types 
of cancer. The frequency of occurrence, localizations, histologic forms, patho- 
logical and clinical antecedents, ages of persons affected, treatments and results 
obtained therefrom are considered in cancer of the skin, breast, tongue, throat, 
rectum and other parts of the body. | 


———— ED 
* Proceedings of the Institute of Experimental Medicine for the Study and Treatment of Cancer. 
A. H. Roffo, Buenos Aires, 1944. 
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A list of publications of bulletins of the Institute, reviews received by its 
library, courses given by the recently created chair of cancerology, the work of 
the Argentinian Society for the study of cancer, lectures given on the weekly 
conference hour and over the radio, the anti-tobacco crusade, creation of the 
‘ancer society in October 1942, the regional battle against cancer, courses given 
in the school of nurses, the library—all these various activities are described. 

Floor plans and photographs of the buildings and medical activities add to 
the pictorial interest of the volume, which contains an excellent exposé of the 
crusade against cancer, not only in the Institute itself but in Argentina. The 
volume should be in the library of everyone interested in the cancer problem. 


Bunnell’s new book on Surgery of the Hand * is a masterly contribution to 
contemporary surgical literature and a veritable mine of information. It sur- 
passes everything written on this subject in English or, for that matter, in any 
language. The text is clear and concise. Impressive illustrations supplement the 
text to the fullest advantage. ‘To single out a particular chapter would do injustice 
to the others. Yet from a practical standpoint the section dealing with tendon 
repair, replacement and transplantation is particularly admirable in its perfection. 
Another highlight of the book is the chapter on the intrinsic muscles of the hand, 
reflecting the author’s lifelong studies and most original contributions. If there 
is such a thing as a ‘‘best’’ scientific work on a particular subject, this certainly 
is representative of that class. 


The excellent symposium on abdominal surgery in the Surgical Clinics ** for 
February, 1944 brings out the fact that both physiologic and pathologie abnor- 
malities are encountered, and that knowledge of the abnormalities involved has 
caused a lowered mortality rate. While the authors do not touch directly on war 
surgery, many physiologic and pathologic conditions are a direct consequence of 
trauma, which is such a large factor in war surgery. The issue contains contri- 
butions by several members of the International College of Surgeons, namely, 
Drs. Moses Behrend, Raymond McNealy, Karl Meyer and Alfred Strauss. Alex- 
ander Brunschwig, Warren Cole and a number of other authorities have con- 
tributed articles on the operative phase of gallbladder, intestinal and abdominal 
disturbances. Illustrations, though few, are on the whole good. This is one of 
the customarily worthwhile volumes of the Clinics for 1944. 


Samuel Weiss, who has had many years’ teaching experience at the New 
York Polyclinic Hospital and has confined himself in his extensive private and 
hospital practice almost exclusively to diseases of the gall bladder and bile ducts, 
was well prepared to publish an instructive series of lectures on this subject.*** 
Some of the outstanding chapters are those on ‘‘Anatomy of the Biliary Tract,” 


*Surgery of the Hand. Sterling Bunnell. J. B. Lippincott Co., Philadelphia, 1944. $12. 
** Surgical Clinics of North America. February 1944. Vol. 24, No. 1. W. B. Saunders Co, 
Philadelphia, 1944. Price, Cloth $16. Paper, $12. 
*** Clinical Lectures on the Gallbladder and Bile Duets. Samuel Weiss. The Year Book Publishers, 
Ine., Chicago, 1944. 
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‘‘Physiology,’’ and ‘‘History Taking.’’ That contributed by Dr. Ernest E. Smith 
on ‘‘Radiology of the Gallbladder’’ and that by Dr. Harry M. Eberhard on 
‘‘Diagnostic and Therapeutic Duodenal Drainage’’ are noteworthy contributions 
to the volume. ‘The lectures are arranged in orderly fashion and cover the most 
important disturbances of the gall bladder and bile ducts thoroughly and adequately 
in a manner that is clear and understandable. The up-to-date bibliographies are 
of especial value. This book is recommended for the general practitioner, the 
internist and the gastroenterologist. 


The latest edition of Babcock’s Principles and Practice of Surgery* is 
without doubt one of the finest surgical texts to appear. The material has been 
brought up to date to include such branches of war surgery as artillery projectiles, 
blast injuries, gunshot wounds and modern chemotherapy. Chapter 14 on the 
lost art of bandaging is timely. The revision is thorough and the treatment of 
the subject matter interesting. The discussion of the Position on the Operating 
Table would have been more complete if it had included the effect of the various 
positions on the rectus abdominis muscle. Pages 1232-1234, which include the 
appendix, give normal blood and chemical constituents as well as functional tests. 
This information is especially valuable to the student. Such illustrations as those 
in Figs. 63, 64, 79 and 80 are excellent for teaching purposes, since they are 
more descriptive than many paragraphs. Fig. 191, however, shows a method of 
removing a Thiersch graft which would surely endanger the left hand of the 


surgeon if the razor were handled this way. In the lengend for Fig. 962 the 


name ‘‘Ochsner’” is misspelled. This is mentioned because so many people mis- 


pronounce the treatment according to this erroneous spelling. On the whole the 
illustrations are excellent, the extensive bibliography is well placed and the book 
can be most highly recommended. 


A genuine contribution to the field of gynecology and obstetrics has just 
been made by Clarence Taber and Mario Castallo with their compact, indexed 
dictionary ** printed in a legible type and convenient format. The comprehen- 
sive treatment of this specialized field is accomplished by the compiling not only 
of a specialized vocabulary, but also of a ‘‘subject’’ dictionary in which some 
topics are treated at considerable length. Subtopics have been listed in alphabetical 
order, a real time-saving device. Another valuable adjunct is the Fact-Finding 
Index, followed by the most frequently used medical abbreviations. Numerous 
excellent illustrations of various stages of parturition and of various positions of 
fetal presentation clarify the subjects treated. Taber’s work, the only dictionary 
of its kind compiled to date, is of especial value not only to the gynecologist and 
obstetrician, but it also fills a long-felt need of the nurse and busy general 
practitioner. 


* Principles and Practice of Surgery. Wayne W. Babcock. Lea & Febiger, Philadelphia, 1944. $12. 


** Taber’s Dictionary of Gynecology and Obstetrics. Clarence Wilbur Taber and Mario A. Castallo. 
F. A. Davis, Philadelphia, 1944. $3.50. 
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From Mexico comes a fine monograph on cancer by Dr. Conrado Zuckermann, 
F.1.C.S.* Its one hundred pages are packed with suggestions for diagnosing, 
treating and preventing cancer. He devotes the first four sections to diagnosis 
of cancer in the early stage by clinical analysis and histopathologic study of 
the tissue removed by biopsy or of the tumor after operation. The author 
describes lucidly the procedure for the diagnosis of cancer of the skin, breast 
and accessible cavities of the body by palpation and other physical means, with 
special reference to cancer of the mouth and external genitalia, and ends with the 
hope that a laboratory procedure, a general reaction of the cancerous individual 
like the Wassermann reaction for syphilis, may in the near future make possible 
the early diagnosis of cancer of the stomach and other internal organs. Special 
sections are devoted to clinical diagnosis and surgical treatment of cancer of the 
breast, the cervix uteri, tumors of the breast and cerebral tumors. Zuckermann 
believes that modern nomenclature of brain tumors leaves much to be desired. 
Favorable prognosis of brain tumors depends on location of the tumor, its acces- 
sibility, extension and relations in the case of benign growths; in malignant 
growths histology plays an important réle besides. Zuckermann concedes the 
possibility of hemotransmission of cancer by contact or by accidental inoculation 
of the cancerous cells to the surgeon through a wound during operation. Pre- 
vention of cancer depends on early clinical study of the case, radical removal 
of any suspicious neoplasm and avoidance of any undue chronic irritation. The 
activities of the Institute for the Prevention of Cancer in Buenos Aires, under 
the direction of Dr. Roffo, are described by Dr. Zuckermann. 

The book is well written. The short but complete descriptions of the most 


recent studies on the etiology, diagnosis, treatment and prevention of cancer will 
be of interest to both surgeon and pathologist. 


*Cancer Studies. Conrado Zuckermann. Mexico, D.F., Mexico, 1944. 





The Fifth International Assembly of the International College 
of Surgeons will be held in one of the Latin-American countries. 
The place and time of meeting will be announced in the next issue. 

















